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THE ROYAL WARRANTS 



ELIZABETH R, 



Elizabeth The Second, by the Grace of God of the United Kingdom of 
Great Britain and Northern Ireland and of Our other Realms and Territories 
Queen, Head of the Commonwealth, Defender of the Faith to 

Our Right Trusty and Well-beloved Alexander Robertas, Baron Todd ; 

Our Trusty and Well-beloved Sir Rob Platt, Baronet ; 

Sir Edward Foyle Collingwood, Knight, Commander of Our Most Excellent 
Order of the British Empire; 



Sir Brian Wellingham Windeyer, Knight ; 

Peter Brian Medawar, Esquire, Commander of Our Most Excellent Order 
of the British Empire, upon whom We have signified Our intention of 
conferring the honour of knighthood, now called Sir Peter Brian Medawar ; 

Andrew Gilchrist Ross Lowdon, Esquire, Officer of Our Most Excellent 
Order of the British Empire ; 

John Rogers Ellis, Esquire, Member of Our Most Excellent Order of the 
British Empire ; 

Alice Josephine Mary Taylor Barnes (Mrs, Brian Warren) ; 

George Morrison Carstairs, Esquire; 

Geoffrey Ferris Dixon, Esquire ; 

Andrew Watt Kay, Esquire ; 

John Niali Meredydd Parry, Esquire ; 

John Rupert Squire, Esquire ; 

Richard Morris Titmuss, Esquire ; 

Edward Maitland Wright, Esquire ; 

Frank George Young, Esquire ; 

Greeting! 

Whereas We have deemed it expedient that a Commission should forthwith 
issue, to review medical education, undergraduate and post-graduate, in 
Great Britain, and in the light of national needs and resources, including 
technical assistance overseas, to advise Her Majesty's Government on what 
principles future development (including its planning and co-ordination) 
should be based ; in particular, in the light of those principles and having 
regard to the statutory functions of the General Medical Council and the 
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current review by that Council of recent changes in the undergraduate 
curriculum, to consider what changes may be needed in the pattern, number, 
nature or location of the institutions providing medical education or in its 
general content ; and to report ; 

Now Know Ye that We, reposing great trust and confidence in your 
knowledge and ability, have authorised and appointed, and do by these 
Presents authorise and appoint you the said Alexander Robertus Baron Todd 
(Chairman) ; Sir Robert Platt - Sir Edward Foyle Colling wood ; Sir Brian 
Wellingham Windeyer ; the said Peter Brian Medawar ; Andrew Gilchrist 
Ross Lowdon ; John Rogers Ellis ; Alice Josephine Mary Taylor Barnes ; 
George Morrison Carstairs ; Geoffrey Ferris Dixon ; Andrew Watt Kay ; 
John Niall Meredydd Parry ; John Rupert Squire ; Richard Morris Titmuss ; 
Edward Maitland Wright * Frank George Young to be Our Commissioners 
for the purpose of the said inquiry : 

And for the better effecting the purposes of this Our Commission, We do 
by these Presents give and grant unto you, or any five or more of you, full 
power to call before you such persons as you shall judge likely to afford 
you any information upon the subject of this Our Commission ; to call tor 
information in writing \ and also to call for, have access to and examine all 
such books, documents, registers and records as may afford you the fullest 
information on the subject and to inquire of and concerning the premises by 
all other lawful ways and means whatsoever t 

And We do by these Presents authorise and empower you, or any of you, 
to visit and personally inspect such places as you may deem it expedient so to 
inspect for the more effectual carrying out of the purposes aforesaid : 

And We do by these Presents will and ordain that this Our Commission 
shall continue in full force and virtue, and that you. Our said Commissioners, 
or any five or more of you may from time to time proceed in the execution 
thereof, and of every matter and thing therein contained, although the same 
be not continued from time to time by adjournment : 

And We do further ordain that you, or any five or more of you, have 
liberty to report your proceedings under this Our Commission from time to 
time if you shall judge it expedient so to do : 

And Out further will and pleasure is that you do, with as little delay as 
possible, report to Us your opinion upon the matters herein submitted for 
your consideration. 

Given at Our Court at Saint James’s the sixth day of August in the 
fourteenth Year of Our Reign, 

By Her Majesty’s Command. 

Frank Soskice, 
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ELIZABETH R # 



Elizabeth The Second, by the Grace of God of the United Kingdom of 
Great Britain and Northern Ireland and of Our other Realms and Territories 
Queen, Head of the Commonwealth, Defender of the Faith, to Our Trusty 
and Well-beloved John Norman Romney Barber, Esquire, and Elizabeth 
Leila Millicent Chilver (Mrs. Richard Clementson Chilver), 

Greeting ! 

Whereas by Warrant under the Royal Sign Manual bearing date the 
sixth day of August, 1965, We appointed a Commission, to be called the 
Royal Commission on Medical Education: 

Now Know Ye that We, reposing great trust and confidence in your 
knowledge and ability do by these Presents appoint you the said John Norman 
Romney Barber and Elizabeth Leila Millicent Chilver to be Members of the 
Royal Commission on Medical Education, 

Given at Our Court at Saint Jameses the eighteenth day of September, 
1965 ; In the Fourteenth Year of Our Reign, 

By Her Majesty’s Command. 

Frank Sgskice, 
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ELIZABETH R. 



Elizabeth The Second, by the Grace of God of the United Kingdom of 
Great Britain and Northern Ireland and of Our other Realms and Territories 
Queen, Head of the Commonwealth, Defender of the Faith, to Our Trusty 
and Well-beloved Charles Mann Fleming, Esquire, Commander of Our Most 
Excellent Order of the British Empire, 

Greeting ! 

Whereas by Warrant under the Royal Sign Manual bearing date the sixth 
day of August, 1965, We appointed a Commission, to be called the Royal 
Commission on Medical Education i 

Now Know Ye that We, reposing great trust and confidence in your 
kn owledge and ability do by these Presents appoint you the said Charles 
Mann Fleming to be a Member of the said Commission, in the room of 
Our Trusty and Well-beloved Andrew Gilchrist Ross Lowdon, Esquire, 
Officer of Our Most Excellent Order of the British Empire, deceased. 

Given at Our Court at Saint James’s the fourteenth day of December, 
1965 ; In the Fourteenth Year of Our Reign. 

By Her Majesty’s Command. 

Frank Soskice. 



ELIZABETH R . 



Elizabeth The Second, by the Grace of God of the United Kingdom of 
Great Britain and Northern Ireland and of Our other Realms and Territories 
Queen, Head of the Commonwealth, Defender of the Faith, to Our Trusty 
and Well-beloved Graham Malcolm Wilson, Esquire, 

Greeting! 

Whereas by Warrant under the Royal Sign Manual bearing date the 
sixth day of August, 1965, We appointed a Commission, to be called the 
Royal Commission on Medical Education : 

Now Know Ye that We, reposing great trust and confidence in your 
knowledge and ability do by these Presents appoint you the said Graham 
Malcolm Wilson, to be a Member of the said Commission, in the room of 
Our Trusty and Well- beloved John Rupert Squire, Esquire, deceased. 



Given at Our Court at Saint James’s the fifth day of April, 1966. In the 
Fifteenth Year of our Reign, 



By Her Majesty’s Command. 



Roy Jenkins 
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ROYAL COMMISSION ON MEDICAL EDUCATION 



REPORT 

To The Queen's Most Excellent Majesty , 

May it please Your Majesty 

We, the undersigned Commissioners, having been appointed to review 
medical education, undergraduate and postgraduate, in Great Britain, and 
in the light of national needs and resources, including technical assistance 
overseas, to advise Her Majesty's Government on what principles future 
development (including its planning and co-ordination) should be based; 
in particular, in the light of those principles and having regard to the statutory 
functions of the General Medical Council and the current review by that 
Council of recent changes in the undergraduate curriculum, to consider what 
changes may be needed in the pattern, number, nature or location of the 
institutions providing medical education or in its general content; and to 
report : 

Humbly submit to Your Majesty the Following Report. 



CHAPTER 1 



INTRODUCTION 



PROCEDURE 

1, Our appointment was announced in Parliament by the Prime Minister 
on 29th June, 1965* We record with great regret the deaths of two members. 
Professor A. G. R, Lowdon in September 1965 and Professor J. R. Squire 
in January 1966, and the resignation in August 1967 of another member. 
Dr. E. M. Wright, on account of ill-health* 

2, We met for the first time in September 1965 and since have held over a 
hundred meetings. We have received written evidence from over 400 organi- 
sations or individuals and taken oral evidence, largely in informal discussion, 
from about 100; they are listed in Appendix 1. In general there has been 
little difficulty in obtaining the views of those concerned with medical education 
in Great Britain. Our main task has been to evaluate opinions bearing on 
matters that have been widely debated. Medical teachers and others who are 
concerned with medical education are far from inarticulate and have no lack 
of access to means of making known the facts and their views thereon, and 
there is enough diversity of views and interests among them to ensure that 
no important matter is likely to have been left undisturbed for reasons of 
general expediency. Indeed, on many topics the evidence we have received 
has consisted very largely of information already publicly available. Our 
conclusions rest, in almost all respects, on a broad basis of evidence; seldom 
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Chapter 1 

has a particular item of evidence played a crucial part in forming our views. 
We have arranged for complete sets of the memoranda submitted to us, 
together with summary records of the oral evidence we have taken, to be 
deposited in the Public Record Office in London, the Scottish Record Office 
in Edinburgh, the National Library of Wales in Aberystwyth, the Library of 
the Royal Society of Medicine and the offices of the Association for the Study 
of Medical Education, on the understanding that these documents will be 
freely accessible to any enquirer, 

3. Representative groups of members have visited many British medical 
schools, including the embryonic school at Nottingham, and a number of 
places where the establishment of new medical schools has been proposed. 
During these visits members had extensive discussions with students, teachers, 
university officers and representatives of hospital authorities and local groups 
concerned with medical education. Because of the informality of these dis- 
cussions and the impossibility of giving all the participants an opportunity 
to check the remarks attributed to them, we shall not publish a record of the 
visits, 

4. Groups of members have made visits, specifically for the purpose of the 
Commission, to Czechoslovakia, Israel, Malta, Sweden, Turkey, the United 
States of America and the Union of Soviet Socialist Republics, In addition, 
members have been able, in the course of visits undertaken primarily for 
other purposes, to enquire into matters of interest to the Commission in many 
other countries. We have taken advantage of visits to Great Britain by persons 
eminent in medicine or in medical education abroad to ask them about 
relevant de\elopments in their own countries; we wish to acknowledge 
particularly the helpfulness of M. Robert Debre, who came to London at 
our invitation to discuss with us the recent changes in medical education in 
France, in which he has taken a leading part. 

5. On some important matters the information available to us was far 
from adequate, but we could not ourselves organise research into medical 
education on a big scale. We have been conscious throughout of the urgency 
of our task and there would have been no possibility of planning and carrying 
out any major research project, and having the results available for full 
consideration, within the time we thought our work should take. We have 
had to accept, for our purposes, the virtual absence of systematic factual 
information about the practical processes of medical teaching in Britain and 
their effectiveness; we have recommended that provision be made for proper 
study of the aims and methods of medical teachers, as part of a substantial 
research effort in medical education in coming years. We were able in various 
ways to expedite the completion of research already in progress. We also 
arranged for support to be provided from public funds for several short 
surveys, covering all medical schools in Great Britain, of topics of special 
importance on wLidi evidence might not otherwise have been adequate. 
The Association for the Study of Medical Education and the National 
Foundation for Educational Research in England and Wales jointly carried 
out a survey of relevant characteristics and opinions ol medical students in 
the first and final years of their undergraduate course in 1966. Appendix 19 
contains a summary report by the two bodies concerned. We understand 
that they hope to publish a fuller report later. One of our members. Professor 
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G, M. Carstairs, with the help of Dr. IT. J. Walton, Dr. J. R. Smythies and 
Dr. A. H. Crisp, made a survey of undergraduate teaching in psychiatry,* 
A survey of the organisation and administration of medical schools, under- 
taken by Mr. George Clark, Secretary of the Middlesex Hospital Medical 
School and formerly Registrar of the University of Sheffield, provided a 
great deal of valuable factual information on many of the problems discussed 
in Chapter 10. We are indebted to the Ministry of Health and to the Nuffield 
Provincial Hospitals Trust for the special consideration they have given to 
applications for the support of research on other matters of special interest 
to us, and to the many organisations and individuals who made available to 
us research findings in advance of publication, or at our invitation contributed 
memoranda on subjects on which they speak with particular authority. 



6. We do not propose to discuss at length the history and background of 
medical education in this country. As we have implied above, there is no 
lack of published material available. We refer to the past only in so far as 
it is directly relevant and necessary for an understanding of present problems 
and our proposed solutions to them. 

7. Like all branches of learning to which science and technology contribute, 
medicine has undergone tremendous development during the past century 
and the pace of its advance shows at present no sign of slackening. Since 
educational patterns, like the social attitudes on which they ultimately rest, 
are generally slow to change in a settled community such as ours, educational 
practice in all fields and at all levels has become a matter of widespread 
public debate. Medical education is a matter of particular public concern, 
for a variety of reasons. The university education of a doctor, like that of 
any other professional person, must incorporate an element of practical 
instruction; but this raises more complex problems in medicine than in other 
fields, because adequate practical instruction in medicine can be given only 
in association with — and often only as a part of— the provision of medical 
care through the health services of the nation. For this reason the education 
of a doctor, originally like that for other professions little more than a form 
of apprenticeship in which the aspiring student walked the wards ** with 
leading practitioners in his field, has perhaps necessarily retained more of 
this character than has education for other professions. In Scotland medical 
schools grew up within the universities and their associated hospitals. In 
England and Wales, however, a much stronger influence on medical education 
was exercised until comparatively recently by the professional organisations, 
e.g. the Society of Apothecaries and the Royal Colleges of Physicians and 
Surgeons; even in the past hundred years, when the main responsibility for 
the maintenance of educational standards has been carried by the General 
Medical Council, the influence exerted by universities on the pattern of medical 
education has been mainly felt at the undergraduate level: postgraduate 
training, in which the need for a measure of apprenticeship is strongest, has 
remained to a considerable extent in the hands of professional bodies. 



* CAR STAIRS, G. M. et at. Survey of Undergraduate Psychiatry Teaching in the United 
Kingdom, 1966-67. British Journal of Psychiatry (awaiting publication). 

21 



HISTORICAL BACKGROUND 




Chapter 1 



8, Until the rise of scientific medicine the apprenticeship system was, on 
the whole, an adequate basis for medical education. Medical knowledge was 
limited in extent and general in nature; after a few years of apprenticeship 
a young man could reasonably set himself up as an independent practitioner 
capable of treating, within the limits of current medical knowledge, most 
patients who might come his way. The Medical Act of 1858, which first 
established statutory requirements for medical registration and hence for the 
education and training that should lead to registration, was drafted on the 
assumption that at the end of a few years’ training the emergent doctor could 
be sufficiently experienced in medicine, surgery and midwifery to set himself 
up in independent practice. This assumption may well have been valid in the 
mid-nineteenth century, but advances in medical knowledge as well as the 
growth of specialisation were soon to make it quite unrealistic. Yet it remained 
to dominate medical education for nearly a hundred years and its influence 
is felt in the survival of many requirements and practices which could only be 
justified if an essential object of the undergraduate medical course were still 
to produce a safe and competent general practitioner. We welcome the 
intention of the General Medical Council* to seek changes in the present law 
so as to remove the vestiges of this concept, which in the course of time tended 
to consolidate the division, already apparent in the mid-nineteenth century, 
between the consultant physicians and surgeons practising in the major 
Voluntary hospitals and the general practitioner, without access to beds in 
these hospitals and professionally considered to be of an inferior status. 

9, The first comprehensive review of medical education in Britain was that 
of the Goodenough Committee in 1942-1944. By that time dissatisfaction 
with many features of medical education was apparent, and this dissatisfaction 
became widespread after the Second World War, The changes initiated by the 
recommendations of the Goodenough Committeef have been smaller and 
slower than they might have been, however, partly because of the incidental 
effects of the National Health Service Acts. Social and medical progress 
during the twentieth century have combined to make the care of the sick and 
infirm a national responsibility and the institution of the National Health 
Service must rank as one of the greatest social advances in our history. For 
a variety of reasons, however, its institution was bound to involve acceptance, 
at least for a time, of the main existing features of medical services and 
education, not all of which were desirable. The achievement of some of the 
hopes reflected in the National Health Service Acts has been frustrated by 
recurrent economic crises and consequent financial stringency, which has 
regrettably slowed down the physical regeneration of British hospitals and 
medical schools. Further difficulties have arisen because Britain’s output of 
doctors is increasingly falling short of that necessary fully to maintain the 
National Health Service. 

OUTLINE OF CONCLUSIONS AND RECOMMENDATIONS 

10, Recommendations such as ours will be of little value unless they provide 
a basis for the adequate satisfaction of the country’s need, not just in the 

* Recommendations as to Basic Medical Education, p. 10. General Medical Council 

t Report of the Interdepartmental Committee on Medical Schools. II.M.S.O,, 1944. 
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Introduction 

immediate future, but two generations hence. Accordingly we have en- 
deavoured on the basis of past and present trends to present in the next 
chapter of our Report a picture of the likely pattern of medical care in the 
future and to use this as a basis for our forecast of manpower needs and of 
the general pattern of medical education appropriate to the future, 

11. In our picture of the future pattern of medical services in Britain, all 
doctors— general practitioners as well as Consultants — will be specialists in 
particular aspects of medicine who will be equally regarded as such and will 
be fully trained for the work they undertake. This view implies a number of 
changes in career structure and especially in postgraduate training, which 
seems to us hitherto to have been haphazard and in many respects unsatisfac- 
tory. The absence of adequate arrangements for postgraduate professional 
training has probably had an important influence in the retention of the 
obsolete concept of undergraduate medical education to which we referred in 
paragraph 7 above. In our third chapter we make proposals for postgraduate 
training beyond the pre-registration year, which we think should be retained 
broadly in its present form. Our proposals involve joint action by the univer- 
sities, the professional colleges and the Health Departments and should lead 
to the provision of an agreed pattern of professional training for all special- 
ties (including general practice), linked to a new hospital career structure 
which may help to eliminate many present frustrations. As a corollary to 
this reform we envisage the introduction of vocational registration. 

12. In Chapter 4, on undergraduate education, we start from the premise 
that every doctor who wishes to exercise a substantial measure of independent 
clinical judgment will be required to have a substantial postgraduate pro- 
fessional training, and that the aim of the undergraduate course should be 
to produce not a finished doctor but a broadly educated man who can become 
a doctor by further training. We are convinced that undergraduate medical 
education should be firmly in the hands of a university and that a university 
degree course should be a requirement for the entry of British students to 
the medical profession. We propose that the present 1st M.B. ” examination 
be abolished and that the undergraduate medical course should be of five 
years’ duration, preferably offering a degree in medical science as well as 
a medical degree and including at least two years of fundamental clinical 
education. In outlining the general nature of the course we propose, we have 
sought to provide the greatest possible flexibility, with opportunity for 
experiment by the universities themselves, believing that uniformity in detail 
is undesirable and that each university should be free to develop its own ideas 
with as little restriction as possible. In this we are in full accord with the 
Recommendations on the undergraduate curriculum issued in 1967 by the 
General Medical Council, following the Council’s review of recent changes 
in the undergraduate curriculum,* We also make, in Chapter 5, certain 
recommendations aimed at making entry requirements less rigid than they 
are now, 

13. Having in earlier chapters discussed the methods by which we believe 
the training of our future doctors should be conducted, we turn in Chapter 6 
to the urgent question of national needs. Manpower requirements are 



* Recommendations as to Basic Medical Education. General Medical Council, 1967. 
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difficult to estimate because they can be influenced by unforeseeable advances 
in medicine, by changes in the pattern of medical services ai d by the rising 
demands which accompany increasing affluence in any society, as well as by 
our own proposals for changes in medical education and training. We saw 
at an early stage that the shortage of doctors already apparent would increase 
rapidly; we thought the need for early action was so great that we presented 
an interim memorandum to the Ministers concerned, pointing out that unless 
the present output could be quickly increased, Britain was likely by 1975 to 
be some 1 1,000 short of the number of practising doctors necessary to maintain 
the National Health Service at a satisfactory level on its present basis. 
Looking further ahead, we have found that to meet adequately the needs 
of the country, even on a conservative estimate, the capacity of Britain’s 
medical schools would have to rise more steeply than would, in fact, be 
possible over the coming years. We recommend that their annual intake be 
doubled by 1990* We believe that this target is realistic, although great 
efforts will be required if it is to be achieved: we set out in Chapter 7 a plan 
for reaching it by the expansion of existing medical schools and the creation 
of some new schools. In Chapter 8 we attempt to estimate very roughly the 
level of expenditure which will be required to implement our recommendations 
for the expansion of undergraduate medical education. 

14* London has long occupied a leading position in medical education and 
practice and its medical schools are known throughout the world. Medical 
education in London developed, however, as an adjunct of the great voluntary 
hospitals and, at the postgraduate level, of the numerous special hospitals 
which sprang up in the London area during and since the latter part of the 
nineteenth century. The growth of the twelve London undergraduate medical 
schools has been rather haphazard; the schools vary widely In size and are 
semi-autonomous bodies whose relation to the central university authorities 
is less close than that of medical schools elsewhere. In our view the main- 
tenance of twelve medical schools, each with its independent teaching hospital 
group and without direct contact with a single multi-faculty college of the 
University of London, is not compatible with a continuation of the highest 
standards of medical education in London in the long-term future. The 
central University authorities, and the staff of the medical schools and their 
associated hospitals, have by great skill and determination been able to make 
the present arrangements work effectively for many years: they deserve a 
more appropriate and modem setting. 

15* We therefore propose in Chapter 9 a series of mergers which will 
reduce the number of London medical schools to six, each of which we hope 
will become an integral part of a multi-faculty university institution, as that 
institution’s faculty of medicine. We also propose that the special postgrad- 
uate teaching hospitals in London be brought as soon as possible into physical 
proximity with general teaching hospitals and that their associated post- 
graduate institutes be integrated with the appropriate undergraduate medical 
schools* The special hospitals grew up originally as separate entitles because 
of a variety of past circumstances and their continuation as such, involving 
as it docs the separation of postgraduate training and research from the main 
stream of medical education and medical care, is in our view educationally 
indefensible as well as uneconomic. Our proposals represent a logical and 

24 

- 24 



Introduction 



practicable reorganisation which will enable London to maintain in the future 
the great reputation it has earned in the past as a centre of medical education, 
and to play its full part in the development of medicine in this country, 

16. A change in the hospital organisation in the Metropolitan areas is an 
important part of our proposals for the future development of medical educa- 
tion in London. We have given much thought also to the relationship which 
should exist between the universities and the National Health Service 
throughout Great Britain in respect of staff, equipment and facilities for 
teaching and research, as well as the division of financial responsibility. 
At the present time two different systems for the administration of teaching 
hospitals are in use. In England and Wales the teaching hospitals stand 
outside the regional board organisation, while in Scotland they are within it. 
Neither system as now operated is, in our view, satisfactory from the point 
of view of medical education; in Chapter 10 we make proposals for a single 
unified system in which adequate representation of the various interests 
involved should ensure smooth development of the combined educational 
and service functions of British hospitals. Under such a reorganisation, 
changes may be necessary In the number and size of some of the present 
hospital regions. 

17. In our terms of reference we were asked to consider Britain’s needs in 
the matter of medical education as a facet of technical assistance to developing 
countries. The scale on which aid can be provided is naturally limited in 
financial terms, but we believe a significant contribution can be made both 
by offering training in this country to postgraduate and undergraduate students 
from overseas and also by the provision of assistance within the developing 
countries by seconding medical teachers and doctors for a time to these 
countries to help in the organisation of medical schools and the development 
of medical services. In Chapter 11 we make recommendations on these matters 
and, in particular, we call for an extension of the system of linkage between 
medical schools in this country and schools In developing countries, a system 
which has already proved its worth. We believe that these recommendations 
will help Britain to deploy its technical assistance in ways which will best 
provide effective help to the developing countries in overcoming the enormous 
problems they face in the fields of medical education and medical care. 

IB. We were asked to review the whole field of medical education and to 
make proposals 46 in the light of national needs and resources this we have 
constantly borne in mind. National needs could, of course, be variously 
estimated. Advances in medicine are themselves likely to generate greater 
demands on medical services by making possible the relief or cure of hitherto 
intractable conditions and by extending life expectancy. They are also likely 
to engender demands for the treatment of conditions, not always trivial, which 
have in the past been tolerated without much complaint by the general 
population* this would appear to be reflected in the steadily rising demand 
for medical care as the economic well-being of a society increases. These 
and other factors tend to complicate the relationship between demand and 
need and make a precise forecast of either extremely difficult. We have 
endeavoured to weigh in broad terms the factors involved; our forecast of 
the output of doctors required represents the minimum, on the basis of past 
and present trends, that will provide an efficient and comprehensive health 
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service manned by doctors educated not only to cope with the medicine of 
today, but also to adapt themselves to the changing patterns of the future. 

19. The resources to be considered are those of manpower and money, 
the former being at least as important as the latter. Medicine is a demanding 
profession which calls for intellectual and personal qualities of a high order 
in those who follow it. We are satisfied that the pool of available talent in 
this country is adequate to meet Britain's foreseeable need for doetors and 
that in the future there will be no lack of suitable candidates, especially with 
the improved career structure which we envisage. The implementation of 
our proposals will be expensive, but we think the scale of expenditure involved 
is within Britain's national resources. Reform and expansion of medical 
education are already overdue and urgent action is necessary if Britain is to 
maintain its position in the van of medical progress. 
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CHAPTER 2 



THE FUTURE PATTERN OF MEDICAL CARE IN BRITAIN 



THE IMPORTANCE OF REACHING A VIEW OF THE FUTURE 

20- Our terms of reference do not in themselves require any assessment to 
be made of the future of medical care in this country, but the problems of 
medical education cannot seriously be considered without reference to it. 
Whatever changes may be made as a result of our recommendations will 
affect students who will be practising their profession in the twenty-first 
century, and although we could not hope to give an accurate picture of the 
practice of medicine in this country as far ahead as that we have nevertheless 
tried to form some picture of what may be expected. For this picture we 
have had to rely mainly on our own enquiries and observations. The nature 
of future changes was one of the first topics in a list of questions facing us, 
which we made available to witnesses on request; we were disappointed, 
however, to find that most of those who submitted evidence seemed unable 
or unwilling to venture any prediction of the future, but we wish to mention 
particularly the help we have received in this context from the Ministry of 
Health and the Scottish Home and Health Department (see Appendix 2). 

21. The future pattern of medical care will be determined only partly by 
deliberate decisions: to a great extent it will be the result of developments in 
medicine itself, of movements within the society in and for which medicine is 
practised, and in particular of changes in the organisation of medical care 
which themselves will be determined to a considerable extent by the other two 
factors mentioned. In considering these three influences, we have been guided 
mainly by the general principle that speculation about the course of invention 
and discovery is a less reliable guide to the shape of the future than extrapol- 
ation of past and present trends, together with attempts to define existing 
unmet needs; we have tried to build up our picture of the future largely on 
the basis of what we have seen happening in recent years both in this country 
and abroad. We have been particularly conscious of the difficulty of making 
an assessment of the future without imposing upon it our own ideas of 
what it should look like, but we have tried as far as possible to consider 
impartially the direction in which past and present trends are likely to lead, 
whether or not we as a body or as individuals think they are desirable. Except 
to the extent that our own recommendations may, through their effects on 
medical education, change the future structure of medical practice, we think 
that our picture of the future represents by and large an honest attempt to 
portray the situation as it is likely to be, rather than as we necessarily wish it 
to be. 

22. The structure of the medical profession in Britain had evolved into a 
sharply divided form twenty years ago, when an inevitable element of rigidity 
was introduced by the intervention of deliberate planning for a new aim, 
that of comprehensive medical care. One of our central tasks has been to 
consider whether the divisions of the past and present are likely to continue 

27 



Chapter 2 

in the future, and particularly to make some judgment on the future relation- 
ship between general practice and specialised medicine. 

23, Other countries have adopted different assumptions when superimposing 
planning upon evolution, and we could imagine a number of alternative ways 
in which medical services might develop in this country. They might move 
towards a system in which all doctors were specialists and in which the general 
practitioner had little or no place: movements in this direction can be seen in 
the United States of America and elsewhere. A system on Russian lines 
involving several distinct types of doctor — -the therapist, the paediatrician 
and the hygienist- — supported by the less well qualified ** feldsher is also 
possible. Medical services might be largely based on industry, as in Japan. 
Or something akin to our present system might remain, in which the general 
practitioner, while still maintaining his traditional role of family physician, 
might also play a valuable part in clinical medicine in hospitals and elsewhere* 
We have had to assess these possibilities against the background of history 
and current trends in medical and social organisation in this country. Our 
task would of course have been much simpler if some authoritative guide-lines 
had been available, but the conflicts and suspicions that have for so long 
divided the medical profession on organisational questions have only recently 
shown signs of giving way to rational planning. We can but hope that if and 
when an agreed view of the future of medical care is eventually arrived at by 
the profession and the country as a whole it will not be too dissimilar from 
our own. 



FUTURE MEDICAL AND SOCIAL NEEDS 

24. The dramatic changes that have taken place in medical diagnosis and 
treatment in the past quarter of a century tempt one to expect similar progress 
in the foreseeable future. But the problems now facing medical research are 
very different from those of the past, and we cannot foresee the precise solu- 
tions that will be found and adopted. We can expect only that there will be 
further major advances in medical knowledge, and that their effects on medical 
practice will probably be at least as important as in the past; we must accept, 
for our purposes, that their implications for medical education are more 
easily predictable in terms of organisation and methods than in terms of the 
content of medical teaching. 

25. The amount of specialised medical knowledge, and of knowledge 
relevant to medicine in other fields, will of course continue to grow at great 
speed. Medicine shares the resulting problems with all fields of science; 
improved mechanical and organisational means of making knowledge 
available in a useable form will have to be devised on a general basis. Future 
expansion of medical knowledge will undoubtedly tend to make medical 
education an increasingly selective process for every student. This is not a 
new problem, however: the point has long been passed at which one person 
could have more than a superficial knowledge of all areas of medicine. 

26. The introduction of new and more sophisticated techniques is likely 
to lead to important changes in medical practice. The use of computers and 
axitomatie equipment in medicine Is still in its infancy, and is likely to be 
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developed widely and quickly both on the clinical and on the administrative 
side within the next thirty years. There is little doubt, for example, that the 
diagnostic skill which constitutes a major part of the expertise of the present- 
day clinician will need, to be applied in a different way; his future counterpart 
will need io be a person who can take advantage of the opportunities offered 
him by new equipment and methods to gain access to a much greater amount 
of information relevant to his patient’s conditions We have seen in routine 
operation in the United States of America a system for clinical examination 
in which such equipment and methods play a major part: in the course of a 
lew hours the patient undergoes a number of diagnostic X-ray examinations 
and other tests, including a large number of blood analyses carried out by 
automatic equipment on a single sample; the results of these investigations, 
and the answers to exhaustive questionnaires completed by the patient, are 
fed into a computer which provides the doctor with a comprehensive medical 
description of the patient, together with tentative diagnoses and suggested 
treatment. Such developments obviously offer beneficial possibilities but 
they raise important problems and their net effect will be advantageous only 
if they are properly used. Inevitably, the doctor’s approach to the individual 
case will have to be highly organised and systematic if he is to make effective 
and economical use of these elaborate services; at the same time he will have 
to continue to make a distinctively human contribution to the process by 
approaching the case with imagination and, by achieving a close personal 
relationship with the patient, eliciting information that no mechanical or 
organisational aid can provide. 

27, Apart from individual practice, the routine provision of co-ordinated 
screening services involving the extensive use of computers will not only 
assist the early diagnosis of disease, but may incidentally provide background 
information of considerable value to the development of preventive medicine. 
Finally, the use of automatic systems of recording and retrieving information 
for administrative and research purposes is likely to be commonplace in all 
spheres of medical practice. Computers, with all their implications in terms 
of equipment, procedures and ways of thinking, will play too large a part in 
the work of aU doctors in the future to be left entirely to the expert: every 
doctor should at least learn to understand their basic principles and poten- 
tialities. 

28. Developments in society are likely to have organisational rather than 
technical effects on medicine. Many of the patients who will be treated by the 
doctors whose education is likely to be influenced by our recommendations 
are already alive or will be born fairly soon. In basic terms they will not be 
very different from the people now around us; the general social environment 
in which they will live has already been to a great extent determined. The 
pattern of illness to which the typical individual will be subject over the span 
of his life, or to which the community may be exposed in terms of epidemiology, 
has changed in the past and will no doubt continue to change but we cannot 
predict specifically what changes there will be. Developments in medical care 
in the United States, which are often thought to provide pointers to future 
changes in this country, offer a less helpful guide than might appear at first 
sight: social attitudes and the course of social change differ somewhat in the 
two countries. All available evidence from Britain and other countries 
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indicates* however, that we can expect* with continuing improvement in 
education and public knowledge of medical matters — and* we hope* rising 
standards of living— that better standards of medical care will be demanded 
and that people will expect treatment to be available for a variety of disabilities 
which in the past have been accepted to a great extent as inevitable. This 
applies particularly to various forms of mental illness; the growing tendency 
to seek treatment for these has already given a fairly widespread, although 
not necessarily correct, impression that their incidence has risen. The conse- 
quent increase in work for the doctor is not likely to be greatly affected by 
any foreseeable changes in the age structure of the British population. There 
will be greater demands for medical care, and for a different quality and range 
of medical care; in particular, there may well be demands for better standards 
of preventive care* or at least of early diagnosis. 

29. The social position of the doctor himself is also liable to change in 
important respects. As progress in science and technology continues, attitudes 
towards doctors, as towards members of other professions* are likely to move 
still further in the direction of regarding them as experts to be called in to 
prevent, investigate and remedy specific functional defects rather than as 
members of an elite who are accorded a special status by virtue of their 
general background and qualifications. The very fact that the doctor is 
concerned with the most personal aspects of human health* and indeed with 
the fundamental matters of life and death, will ensure a continuing high 
prestige for his profession ; but the esteem in which the doctor is held by the 
community in general will be determined much more by his demonstrated 
competence than by the mystique of his calling. A separate but related develop- 
ment is the increasing need for the doctor to work in close cooperation, both 
in diagnosis and in therapy* with people who are not medically qualified — not 
only with the scientists whose contribution to clinical assessment is becoming 
increasingly important, but also with the many others who have important 
responsibilities for the patient both in ancillary services and in other capacities, 
and above all with the patient himself—a patient better informed and more 
interested in science and medicine than some doctors have often encountered 
hitherto. The leadership which the doctor often has to exercise has sometimes 
in the past appeared to be based on the assumption of a charismatic authority 
which has already ceased to be convincing and in the future will be completely 
inappropriate. The basis of the doctor’s leadership will be his superior 
knowledge of the central facts of the clinical situation* his ability to exercise 
a decisive influence on the patient’s illness* and his capacity to guide and 
co-ordinate the work of others whose cooperation is essential. 



PRESENT ORGANISATION OF MEDICAL CARE 

30. The present-day organisation of medical care in this country is the 
result of a slow and spasmodic evolution since the middle of the nineteenth 
century. The most important feature of the pattern is its tripartite structure 
of hospital, general practitioner and local authority health services; the further 
development of these three elements over the past twenty years, since they 
were incorporated into the statutory design of the National Health Service* 
has been very uneven. From the point of view of medical education* we must 
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note with particular emphasis that the separation between specialised and 
general medical practice which grew up over the first half of this century, 
on a basis of differing clinical interests and education, has been reinforced by 
two further major differences: first, specialised medicine has been established 
firmly within the large hospital, while general practice has been left to the 
family doctor working in his local neighbourhood and sometimes in a small 
rural hospital; secondly, the fully- trained and competent specialist normally 
hopes to attain the rank of Consultant — carrying responsibilities, status, and 
privileges which the general practitioner, however well qualified or experienced, 
cannot hope to achieve under the present system. 

31. In terms of function, the traditional referral ** system, which continues 
in operation although general practitioners and Consultants do not always 
have the personal knowledge of each other on which the system was based, 
ensures that almost all medical consultation in the first instance is provided 
by general practitioners, although in some places there is considerable direct 
access to hospital casualty and out-patient departments. A Very substantial 
proportion of all illness, perhaps 90 %,* is dealt with entirely within the ambit 
of general practice. 

32. Virtually all the intensive care given in very serious illness, as well as 
the bulk of long-term institutional care, is provided in hospitals of varying 
size and type; apart from being the main repositories of specialised medical 
knowledge, they provide the diagnostic and therapeutic services needed for 
their own patients and increasingly make these available to the general 
practitioner on request. Such services, and the availability of beds in some — - 
usually the smaller— hospitals for patients under the continuing care of the 
general practitioner, provide important help to the latter In his everyday 
work, but do not form a functional link between the practice of medicine in 
the hospital and in the community: more important from the latter point of 
view, though itself a minor feature of the whole organisational picture, is 
the employment of general practitioners as part-time “ clinical assistants 99 to 
hospital specialists, usually in out-patient departments. About a fifth of 
general practitioners appear to hold such appointments.f 

33. Routine examination of large sections of the population, such as 
school children, mothers and babies, is provided by special medical services 
under the local authority; such services often employ on a part-time basis 
doctors working solely in this field, many of them women with family responsi- 
bilities, or local general practitioners. In a few places groups of workers are 
covered by industrial health services in their daily place of work. The armed 
forces and the prison authorities maintain their own medical services, which 
in some places make a significant contribution to local medical care. * 



THE LIKELY FUTURE PATTERN OF MEDICAL CARE 

34. For reasons discussed in the following paragraphs, we have come to 
the conclusion that the first step in the normal sequence of medical care for 

m Report of the Sub-Committee on the Field of Work of the Family Doctor, para. 26. 
II.M.S.O., 1963. 

t Annual Report of the Ministry of Health for the year 1966, Cmnd. 3326. 

1967. 
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the individual patient will continue to be a consultation, in the patient's 
home locality, with a doctor whose interests and qualifications extend over 
a broad range of general medicine and who will among other things fill the 
role of family physician; and that this will be followed if necessary by referral 
to a specialist* We foresee, however, that the present organisation will 
undergo considerable change, and that the future pattern of and relationship 
between the main branches of medical practice will be very different in many 
respects from what it is now. Special medical services for particular groups 
of the population will doubtless continue to be provided in some form by 
industry or public authorities, but these services are likely to be much more 
closely co-ordinated with general medical services than they now are* 



GENERAL PRACTICE 

35* The future of general practice has been the subject of much speculation 
and controversy in recent years. Our belief is that a service of this kind will 
continue to be needed. We appreciate that in some other countries, and 
especially in the United States, the general practitioner is said to be fast 
disappearing and to be losing the respect in which he was formerly held. 
On closer examination, however, we think that what is really happening is 
that standards of medical qualification are rising and that it is becoming 
more and more accepted that a doctor should have some advanced knowledge 
and training, even if in a rather broad field such as 44 internal medicine in 
addition to the basic medical qualification on which the old-style general 
practitioner relied. The recent report of the U.S. Citizens’ Commission on 
Oraduate Medical Education,* and the medical staffing arrangements of 
organisations which have demonstrated such spectacular growth and success 
as the Kaiser Health Plan in the United States, support the view that there 
is still a widespread need and demand for a “ primary physician ” of very 
broad competence and interests* 

36. We see no evidence that there will be a large-scale move in this country 
towards direct access of patient to 44 specialist ” in the narrower sense of the 
term; present-day thinking on the relationship between disorders of different 
systems of the body, and on the importance of the patient’s material and 
social environment, points to the continuing need for a first-line preventive, 
diagnostic and therapeutic service which can deal in general terms with the 
total medical needs of the patient and when necessary guide him towards the 
appropriate specialised services ; moreover, this function needs to be available 
to individuals and whole families as far as possible in the area where they live, 
where personal contact can readily be made with non-medical agencies able 
to help. The proportion of medical students over the country as a whole who 
look to general practice as their preferred career is not by any means big 
enough to meet the current needf but Is nevertheless substantial (over 23 % 
of final-year students in 1966 — a much higher proportion than expected to go 
into any other of the main fields of medicinej)* In all the many medical 
schools we have visited we have found numbers of perceptive and intelligent 



* The Graduate Education of Physicians* Report of she Citizens’ Commission on Grad- 
uate Medical Education. American Medical Association, 1966. 
f LAST, J. M., Lancet , 1967, ii, 769* 
j See Appendix 19, Table 5C. 
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students who see in this field the opportunity to play an essential and satisfying 
part in the medical care of the future. 



37, Although we think that general practice will continue in essence it is 
bound to undergo great changes in the foreseeable future. To judge from the 
answers of witnesses to our questions, as well as from the vast amount that 
has been written and spoken in public in the past few years on this subject, 
many who have thought seriously about the future of medicine now accept 
that the single-handed general practitioner and the traditional domestic or 
street-corner consulting-room can have no place in the structure of good 
practice beyond the present generation. Nor will the small partnership be able 
in future to offer the skills and services needed for the effective practice of 
medicine, 

38. The proper running and record-keeping of a practice already, purely 
from the point of view of organisational efficiency, calls for an investment in 
equipment and administrative help that can be economically justified only if 
shared by a number of doctors. Professional considerations likewise require 
that the general practitioner should in the future be freed from trivial or 
routine jobs which do not require the knowledge and skill of a fully-qualified 
doctor. The introduction of nurses and health visitors as integral members 
of medical practices has made considerable progress in the past few years. 
There will be problems in defining the kind of non- medical staff who can 
contribute most usefully to the work of a medical practice (something more 
than the traditional skills and qualities of nurses and social workers will be 
required), in recruiting and training enough of them to meet the very sub- 
stantial need that will arise for them, and in working out the most appropriate 
and harmonious relationship between them and the doctor. The need and 
the trend are so obvious, however, that we can forecast with confidence a 
gradually increasing delegation of a variety of tasks from the qualified doctor 
to colleagues in other professions, although of course the doctor will remain 
in full charge of the patient's management and treatment and will closely 
supervise the work of his staff. This, again, will increase the pressures for 
larger units of organisation. 

39. Despite some noteworthy exceptions the prevailing pattern of organisa- 
tion in general practice is still dominated by the small partnership of two or 
three doctors, although group practices with up to six members are becoming 
increasingly common. In our opinion, however, the group of at least a dozen 
members has such economic and professional advantages, as well as advantages 
to patients, that although it will have organisational and administrative 
problems, the solutions to which may not be obvious in the traditional setting 
of general practice, it will probably become a widespread form of organisation 
in general practice, particularly in compact populations. A group of this 
size will offer the patient a wide choice of personal physician (within, of course, 
the limits of duty rotas and appointment systems), and an assurance of 
adequate emergency service at all times; it will allow the doctor to organise 
his working time and methods rationally and to develop a personal interest 
in a particular branch or aspect of medicine which will make a valuable 
contribution to the resources available within the practice as well as increasing 
his own satisfactions, 
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40. Even if smaller partnerships remain for a while in rural districts, we 
think that large group practices will often be found a practicable and. desirable 
form of organisation for serving sparsely-populated areas: the management 
of rural groups may be based to a great extent on semi-autonomous sub-units, 
with outposts in the more remote areas perhaps manned by ancillary staff, 
but looking to a central headquarters for the provision of common services 
and relying on a good deal of functional specialisation among the doctors 
in the group as a whole. We have found from our own enquiries that no 
country in the world has really succeeded in persuading recent medical 
graduates to serve in outlying areas where they are necessarily denied access 
to specialised medical facilities and the constant company of other doctors, 
with its important implications for maintaining professional competence* and 
the amenities of social life which a highly educated young person normally 
expects. There will surely be a continuing trend towards the concentration 
of population in urban centres, and the widespread availability of transport 
and telephones will ease the lot of those who prefer, or are obliged, to live in 
the countryside. Distances in Britain are not great, and we think the newei 
generations will accept that good professional medicine, like good professional 
theatre, can be made available only where the necessary concentrations of 
skill and facilities can be brought together. When adequate arrangements 
for health education and prophylaxis have been established, the typical 
patient of the future — who will be better educated and better informed about 
health dangers— can be expected to take more responsibility for the manage- 
ment of trivial and self-limiting complaints, provided he is given the necessary 
encouragement and guidance by the medical profession: help in this respect 
may well be given in the course of normal schooling and in adult education. 

41* The kind of general practice we see in the future will be based on proper 
p inises, good equipment and well trained and organised staff. The setting 
in which these will best be found may vary, but the most obvious and natural 
setting is the health centre, a concept urged on general practice for nearly 
fifty years but showing signs of real acceptance only in the past two or three. 
We understand from the Health Departments that nearly four hundred local 
health centres seem likely to be in existence in England and Wales within the 
next ten years, and that sixty or more are being planned in Scotland, In most 
of the centres so far established, however, the general practitioners practise 
as individuals or in two or more groups which are largely independent of each 
other. We think such arrangements represent only one stage in a continuing 
evolutionary process, and that eventually all the general practitioners and the 
local health authority staff working in the centre will be linked together and 
will often become a single team. Nursing and ancillary help and equipment 
will be provided as an integral part of the centre* A number of the health 
centres which have been set up, particularly some of those in Scotland, have 
close links with the district hospital organisation. A growing number of 
centres will probably develop such links, which constitute one of the features 
most sharply distinguishing these centres from the typical group practice 
outside the health centre and in our view are likely to be one of the most 
important features of the health centre of the future. In due course the typical 
health centre seems likely to be fully equipped for routine diagnostic tests 
and directly linked to a computerised screening centre, probably located at 
or near a major district hospital, in which records of regular routine population 
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screening and the medical history of patients will be stored, and from which 
complete information regarding any patient — including possibly a tentative 
diagnosis — can be immediately obtained. Such centres might well accommo- 
date the personal health services now provided by local authorities. Except 
perhaps when they are located near a major hospital we expect that centres 
will have impatient accommodation for short-stay cases, and possibly facilities 
for minor surgery. There will of course be considerable problems of admini- 
stration to be overcome before centres of the kind we envisage become a 
reality in Britain but we do not think these problems are insuperable, 

42. We had from the authorities concerned a full description of the structure 
and Function of the community medical services for the new town now being 
built at Livingston in Scotland, There an integrated health service will be 
based on the district general hospital, staff appointments at which are being 
made available for general practitioners who will work from one large health 
centre serving a population of 30,000 and several subsidiary centres each 
dealing with a population of about 10 5 000. The main centre will house the nor- 
mal local authority health services and provide diagnostic facilities accessible to 
all practitioners at the main or the subsidiary centres. Thus there will be in 
Livingston a group of doctors who combine general practice, public health 
and hospital duties. Each will be expected to have some personal special 
interest s % as distinct from formal identification with one of the recognised 
specialties. As domiciliary confinement is becoming less common, most 
maternity work will be concentrated in in-patient facilities; a maternity unit 
is being built into the main health centre, to be served by the staff of the 
centre. 

43. In conditions such as these a quite new kind of general practitioner 
will be able to emerge, and general practice will be able to continue to play 
a major part in the health service of this country. There seems to us no 
reason why a doctor with appropriate training, and practising in this kind 
of environment, should not achieve equal professional satisfaction — ^and, 
moreover, a similar level of regard both within the profession and outside— to 
that of his counterpart in a major hospital. 

hospitals 

44. The main feature of the British hospital service in the foreseeable 
future will undoubtedly be the district general hospital, seldom with less 
than 800 beds, serving a population of perhaps 150,000 and providing treat- 
ment and diagnostic facilities for in-patients and out-patients in a wide range 
of specialised fields. 51 " The concept of a major multipurpose hospital, often 
supplemented by local clinics and diagnostic centres, has been the basis of 
public hospital planning for a number of years, and seems likely to stand 
unchallenged in principle because it offers the most effective and economical 
way of bringing together the resources of modern medicine and putting the 
full range of hospital services at the disposal of patients; the biggest single 
problem affecting hospitals throughout the next twenty-five years, at least, 
is likely to be a shortage of resources of all kinds. The precise functions of 



* C/. A Hospital Plan for England and Wales, Cmnd. 1604, p. 6. H.M.S.O., 1962. 
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the district general hospital have not been conclusively defined, and they will 
presumably go through the normal process of evolution over time; but some 
of the implications for the general pattern of future hospital care, and hence 
for medical education, are clear enough* 

45* First, the hospital will not provide primary medical care, except in 
emergency. There will be a steady movement in the direction of larger and 
fewer hospitals which will lend further point to the need, mentioned in 
paragraph 36, for an effective service of general medicine nearer the patient's 
home. Apart from the question of accessibility to the patient ease and of 
contact with local social services, it would probably be impracticaole fiom 
a purely administrative standpoint to accommodate on one site not only 
the district hospital’s own services and staff but also all the doctors and 
ancillary staff needed to provide general medical services for the population 
served by the hospital. It may often be found desirable and convenient, 
however, especially in urban areas, for one of the local health centres to be 
located alongside or even within the district hospital. This will go further 
towards breaking down the present distinction between the hospital doctor 
and the general practitioner and promoting the acceptance of equal status 
for them (see paras. 30, 43 and 4B). 

46. Secondly, there are likely to be changes in the internal organisation 
of hospitals and their medical staffing. The concentration of hospital services 
into fewer and larger units will reinforce the trend towards Consultants being 
based mainly if not wholly on a single hospital, in contrast to the multiple 
attachments common twenty years ago and still found extensively in the 
Metropolitan regions (see paragraph 513). Moreover, the continuing shortage 
of resources will lead inevitably, in the more expensive branches of medi- 
cine, e.g. cardiac surgery, to a concentration of work into a limited number 
of units each serving at least a sufficiently large population to ensure 
the practice necessary for the maintenance of professional competence. 
Single specialty hospitals, with some possible exceptions, are likely to dis- 
appear, In the large general hospitals which seem likely to form the major 
part of the hospital service, there will probably be representation of all the 
main specialties, including psychiatry. Only some hospitals, however, are 
likely to provide full facilities in specialties or branch specialties requiring 
very expensive equipment or rare expertise; such facilities will probably be 
distributed rationally throughout the country, without unnecessary duplication 
in large centres of population, 

47. Hospitals in Britain have hitherto been organised internally in small 
and entirely autonomous clinical units. This system has ensured that every 
patient has been under the personal charge of a Consultant and has provided 
an admirable basis for apprenticeship training. On the other hand it has 
hindered the emergence of any clearly defined educational policy for a hospital 
as a whole, impeded the formation of cohesive teaching teams and restricted 
the freedom of medical schools to change their aims and methods. There 
is now a clearly visible trend towards the grouping of firms 55 into depart- 
ments, and a tendency for the departments to be grouped into “ divisions 
is beginning to emerge, at least in teaching hospitals; we have no doubt that 
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these trends will continue with increasing impetus as a result of the recom- 
mendations recently made by official working parties on hospital organisation^ 
Although at the moment the divisional structure that is emerging tends to be 
built around surgery and medicine there is reason to suppose that before long 
these traditional categories may give way to others, based perhaps on body- 
systems* with the result that comprehensive gastrointestinal* cardiac and 
similar units may become important features of hospital organisation. 
Moreover* we do not believe that the present requirement for the most 
junior members of each small clinical unit to be on call every night can be 
maintained much longer; a movement in the direction of rota systems* 
allowing a reduction in night staff, can be expected. Economy of space* 
equipment and personnel is likely to lead to more widespread establishment 
of single instead of multiple arrangements for the reception and management 
of emergencies of all kinds. Economy will in the same way probably lead to 
the concentration into one service department of many currently scattered 
areas of investigation and measurement in clinical physiology such as electro- 
cardiography* electroencephalography* pulmonary function and thyroid 
function. 

48. This rationalisation of staff organisation* which we think is likely to 
spread throughout the hospital system, will probably be accompanied* or 
perhaps preceded, by changes in the staff grading structure which will have a 
substantial and direct effect on the kind of organisation needed for post- 
graduate medical education in the future. The Platt Working Party’s recom- 
mendationsf in 1961 led to a breakaway from the tradition that hospital 
medical staffing below Consultant level should be provided almost exclusively 
by young doctors In training who aspired eventually to become Consultants 
themselves. A new career grade* unfortunately named Medical Assistant, was 
introduced to provide permanent appointments for doctors with several 
years 5 service as Registrars and for those Senior Registrars who were unable to 
obtain Consultant posts on completion of their training period; the new grade 
was thought to be suitable also for the part-time employment of experienced 
general practitioners with visiting hospital appointments. The grade has not 
proved popular for two reasons: the first was its name* and the second was 
the conception that the Medical Assistant would work only as an assistant to 
a Consultant* and should not treat cases without reference to his senior. 
We think the view of the profession is changing on these two matters and that 
a new grade* with a more appropriate title, perhaps that of Hospital 
Specialist ”, will soon be introduced (see paras. 102—104); and* furthermore, 
that a doctor holding an appointment at this level will be expected to take 
eases in his own right for the whole of their investigation and treatment, 
it being understood that like all hospital doctors in the future he will work 
as one of a team and will seek advice and guidance when necessary. Senior 
clinical posts* and particularly those implying the headship of a hospital 
department or the leadership of a specialist team, will of course be filled by 
Consultants* who will often be expected to assume responsibilities much 

* Report of the Joint Working Party on the Organisation of Medical Work in Hospitals. 

1967. 

Report of the Joint Working Party on the Organisation of Medical Work in the Hospital 
Service in Scotland. 1967. 

t Report of the Joint Working Party on Medical Staffing Structure in the Hospital 
Service. 1961, 
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wider than those involved in leading a firm ’* of the traditional kind In 
our view, the acceptance of these changes will make possible a significant 
rationalisation of training arrangements as well as improvement in the 
staffing of hospitals and an easier provision of concurrent appointments in 
hospital and outside service- Although hospitals may not be able to offer 
functional posts to all the members of group practices in the surrounding 
area each hospital will probably be able to offer facilities to some members 
of such practices for treating their patients; the general practitioners concerned^ 
will thus become available, as Specialists or Clinical Assistants on the staff 
of the hospital, for consultation on the general aspects of other cases. In this 
way, the present hard and fast distinction between general practice and hospital 
practice may be expected gradually to recede, to the general benefit of the 
profession and of the public (see paras. 30, 43 and 45). 

49. These developments will imply a considerable increase in the admini- 
strative responsibilities of Consultants, and particularly of those serving as 
heads of departments, who will presumably be elected or nominated for this 
duty in rotation; training in management and administration will be essential* 



OTHER SERVICES 



50* The future of the third element in the present structure of medical care 
in this country, the special services providing treatment or diagnosis for 
particular groups of the population, is most difficult to predict* The Gillie 
Committee envisaged that family doctors would find an increasing interest 
in the circumstances in which their patients live and work, and would parti- 
cipate more in clinic work among those groups which are at present the respon- 
sibility of public health departments. 3 * 5 The Mallaby Committee has made 
recommendations implying that local authority medical services might with 
advantage be closely integrated with the other branches of the National 
Health Service, t Paediatric and geriatric services may well be increasingly 
provided through the health-centre group practices, the likely growth of 
which we have described above, and which will be well suited to provide 
such services. The Association of Municipal Corporations has pointed out 
to us, however, that experience of general practice in itself does not provide 
an adequate background for work of this kind, and we have noted that a 
recent survey of paediatric teaching in this eountryj shows that many doctors 
entering general practice at present have little training in this field, in strong 
contrast to the situation in some other countries. We have no reason to think 
that the position is different in respect of geriatrics. The provision of separate 
paediatric and geriatric services has serious implications for economy and 
effectiveness in the use of resources; if adequate paediatric and geriatric 
training is provided at postgraduate level for doctors whose main work lies 
in the broader field of general practice (we make some relevant recommenda- 
tions in Chapter 3) a good part of these services may well be merged with 
general practice. 



51. Whatever part of their present clinic work is undertaken In future as a 
part of general practice, the other functions of local authority medical officers 

* Report of the Sub-Committee on the Field of Work of the Family Doctor, p. 39. 

t Report of the Committee on the Staffing of Local Government , , p, .71. 1967. 

% JACKSON, A. D. M., British Journal of Medical Education, 1966, 2, 25. 
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will diminish considerably. Their responsibilities in connection with environ- 
mental hygiene seem likely to pass increasingly to technically qualified lay 
officers, and the Committee on Local Authority and Allied Personal Social 
Services (the Seebohm Committee) is considering some other aspects of their 
work. If the current deliberations of the Royal Commissions on Local Govern- 
ment lead to a reduction in the number of local authorities and an increase 
in their typical size, while at the same time there is a movement towards 
integration of public health responsibilities with other branches of the health 
services, the Medical Officer of Health in his traditional form, with both 
clinical and administrative functions, may well disappear completely. On the 
other hand, the increasing importance of the functions of medical admini- 
strators in central government and the hospital service, and the growing 
recognition of the administrative implications of the decisions that have to 
be taken by every doctor in a responsible position, mean that greater attention 
will have to be paid to training doctors as administrators and managers, 

52, The Confederation of British Industry has expressed to us the view 
that there is an urgent need for the more widespread development of health 
services in British industry. Industrial medical services have shown remarkable 
development in Japan and Czechoslovakia, and even in the United States of 
America despite the high mobility of labour there. The Ministry of Labour 
has told us, however, that such services in this country have not expanded 
very much in recent years. The main reason for this does not, we think, 
lie in the pattern of employment or the nature of the relationship between 
employer and employee in this country, but rather in the fact that this country 
has given first priority to the establishment of a comprehensive system of 
medical services fully available to all sections of the community. The existence 
of such a system must limit the scope of the services demanded of British 
industrial medicine, and we do not expect any major changes in this respect 
in the foreseeable future, 

53. The medical services of the armed forces are not likely to develop on 
such a scale as to make any major impact on the general pattern of medical 
care, though we have noted with interest that there has been a tendency for 
hospitals built in recent years primarily for military purposes to be fitted into 
the general hospital system; this tendency may well continue and increase. 
Likewise, the Home Office’s evidence to us suggests that prison medical 
Services are becoming increasingly integrated with the medical services of the 
community in general, as regards both staffing and use of facilities. 




IMPLICATIONS FOR MEDICAL EDUCATION 

54. We foresee no sudden revolutionary change in the pattern of medical 
services and care, but the evolution of the present system as we have outlined 
it above will involve great changes: in particular, the doctors of the future 
will work in bigger organisations, with better facilities than those that are 
familiar to most doctors to-day. This has important implications for medical 
education although some of the educational changes which will be necessary 
will likewise come slowly over the years, as emerging needs become more 
easily recognisable. 
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55. Perhaps the clearest and most important difference between the present 
pattern of medical care and the future pattern as we see it lies in the relation- 
ship between the main branches of the medical services. A steady movement 
towards integration of hospitals, general practice and local authority services 
and strong pressures towards interdependence and cooperation among 
doctors within each of these broad fields, can be seen wherever one looks; 
this movement must be reflected in every stage of medical education. A 
corollary of these changes will be the gradual weakening of the present 
distinction between specialists ** and € ‘ general practitioners ” as generic 
categories in a rather hierarchical relationships and its replacement by a 
broad structure of vocational specialties, each with its own requirements 
of particular skills and proper training, and each carrying its proper share of 
esteem as a full partner in the system. In the following chapters we follow 
the educational implications of these likely developments. At the postgraduate 
level, they demand proper professional training and recognition in each 
field, based on a common foundation of general professional training with 
full provision for training in the responsibilities of management and of 
cooperative leadership which will be part of the work of every doctor. At 
the undergraduate level they require a common framework of general educa- 
tion, with provision appropriate to the many different backgrounds from 
which students will be drawn and to the varying interests which they will 
hope to satisfy in their later professional life. 

56. The second aspect of the future to which we must draw particular 
attention is the process of change itself. We have looked forward not merely 
to a future situation which is different from the present, but to a future in 
which change is constant and normal. The doctor of the future must, therefore, 
be educated not so much for the future as we now see it but for a world in 
which everything — the content of medicine, the organisation of medical care, 
the doctor’s relationships with his colleagues and the community, and indeed 
every feature of his professional life and work — is on the move. Only if our 
recommendations succeed in producing a system of medical education which 
can prepare a doctor for this kind of life will they have lasting value. 
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CHAPTER 3 

POSTGRADUATE EDUCATION AND TRAINING 
INTRODUCTION 

57. There has been much improvement in postgraduate training over the 
past few years. A large number of postgraduate medical centres have been 
established in district hospitals by the energy and enterprise of local doctors. 
Money has been raised by local appeals, generous assistance has been given 
by the Nuffield Provincial Hospitals Trust and King Edward*s Fund, and 
increasing support provided by regional hospital boards and the Health 
Departments. Although there is considerable variation between regions both 
in what is provided and in the effectiveness of the coordination between 
hospital boards and universities (through the postgraduate deans), some 
degree of organised postgraduate and continuing medical education is now 
offered in the majority of district hospitals. We welcome all these develop- 
ments, Much remains to be done, however: until very recently there has been 
a notable lack of any attempt to study comprehensively the educational and 
manpower requirements of all the fields of medical practice or to provide a 
coherent plan for the training and career of the individual doctor.* The 
establishment in 1967 of a Central Committee for Postgraduate Medical 
Education (Great Britain) is a very welcome step in the right direction. 

58. In the past, apart from the hospital specialist aspiring to Consultant 
status, most doctors were not required to undergo organised training beyond 
their undergraduate medical education, supplemented latterly by a compulsory 
year of approved hospital experience ; the resultant disparity of training led to 
a wide difference in the relative standing of the hospital doctor and of the 
general practitioner. Furthermore, undergraduate medical education became 
increasingly dominated by the specialisation which now pervades the teaching 
hospitals, and a widening gap developed between what could be accomplished 
in hospital practice and what a doctor could do in general practice. Those 
who by choice or necessity became general practitioners have often, not 
surprisingly, felt themselves inadequately provided for with regard not only 
to clinical facilities (with which we are not concerned here) but also, particu- 
larly, to postgraduate training. 

59. The problem is not merely to bring training for those going into general 
practice and other fields into a closer relationship to training for hospital 
specialties. In every branch of medicine young doctors are dissatisfied with 
the absence of information about the prospects offered by alternative careers, 
the lack of clearly defined paths towards them and the inadequate or uncoor- 
dinated provision of appropriate training. We think that doctors in every 
branch of medicine now need several years’ postgraduate training, and in 
view of the speed at which medicine and medical care are advancing no 



* REVANS, J. and McLACHLAN, G., Postgraduate Medical Education— Retrospect 
and Prospect. The Nuffield Provincial Hospitals Trust, 1967. 
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doctor should lack the opportunity of further education at any time in his 
career. Postgraduate medical education should therefore be extended and 
reorganised so as to provide a systematic and rational progress from basic 
qualification to the appropriate level of career competence, and to maintain 
that competence thereafter. We think the most appropriate pattern for the 
professional training of British doctors would be the following: 

(a) An Intern Tear, corresponding broadly to the present pre-registration 
year, during which the medical graduate would begin to take respon- 
sibility for the management of patients, would acquire a sound grasp 
of general clinical method and would gain confidence, judgment and 
understanding under proper guidance in conditions approved by a 
university. 

(b) General Professional Training, lasting about three years and embracing 
the present Senior House Officer and Registrar grades in the hospital 
service, in which the young doctor would be given systematic and varied 
experience in the general field wherein he hoped to make his career. 

(c) Further Professional Training. After successful completion of general 
professional training, the next stage would either be the continuation 
of training on a less intensive basis, merging into the normal responsi- 
bilities of a professional career, or else a period of a few years intensive 
advanced training— varying in length in different specialties or branches 
of medicine — which would be designed to bring the most able hospital 
doctors more quickly than others to the point where they might reason- 
ably expect to be considered for Consultant appointments. 

(d) Continuing Education and Training for all doctors in career posts, vary- 
ing in time, method and intensity, with the object of keeping them 
abreast of developments in their own branch of medicine and in medi- 
cine generally. 



THE INTERN YEAR 

60. Before 1953 there was no compulsory training for all doctors after the 
completion of the undergraduate medical course: admission to the Medical 
Register was conditional only on the possession of one of the primary medical 
qualifications specified in the Medical Acts. The Goodenough Committee,* 
reporting in 1944, recommended amendment of the Medical Acts to provide 
that a man or woman obtaining a registrable qualification should not be 
entitled to registration until he or she had held approved house appointments 
for a prescribed period, envisaged as twelve months equally divided between 
general medicine and general surgery. The hospitals in which such appoint- 
ments might be held would be approved by the universities, who would 
advise the General Medical Council of their decisions so that a comprehensive 
list could be maintained. The Committee stressed that doctors in these posts 
should still be regarded as students and should be allowed time for study, but 
that there should be no examination at the end of the pre-registration period. 
Legislation to give effect to these proposals was enacted in 1950 and came into 
effect on 1st January, 1953. 



* Report of the Inter-Departmental Committee on Medical Schools, p. 202. II.M.S.O., 



1944. 
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61. Virtually all the evidence we have received on this subject approves in 
principle the concept of an initial period of compulsory postgraduate training 
of this kind. Almost all doctors now accept that the undergraduate medical 
course does not provide sufficient training for the immediate practice of 
medicine, that further training under supervision is necessary before a doctor 
is registered, and that this training should take place in hospital. Witnesses 
have differed in their views on whether the period should remain one year o r 
should be extended to two or even three years. There is, moreover, much 
dissatisfaction with many of the posts that have been used for pre-registration 
training and with the inadequacy of supervision and the time available for 
study and reflection,* 

62. We think that several years’ postgraduate training is necessary for any 
doctor, no matter what branch of medicine he intends to engage in, be it 
general practice, a hospital specialty, laboratory medicine, teaching or 
medical administration. This does not mean that the present pre-registration 
year is no longer necessary as a statutory requirement in itself and might simply 
become the preliminary stage of a comprehensive scheme of obligatory post- 
graduate training as, in effect, has been recommended by the U.S. Citizens’ 
Commission on Graduate Medical Education. t Though this could be the 
pattern for the future we think that for the present a clearly distinguishable 
period of compulsory initial postgraduate clinical training, common to all 
doctors, should be retained and should remain at one year; it would, as at 
present, be followed by registration, which would imply no more than that the 
doctor had satisfactorily completed his basic medical education. A longer 
compulsory period of postgraduate training for all doctors before they 
became eligible for inclusion in the Medical Register would cause unnecessary 
difficulty to prospective laboratory workers and others not intending to go 
into clinical practice and to women graduates who wished to postpone entry 
into a particular branch of medicine until family responsibilities had lessened. 
We have also taken into account the needs of graduates from British medical 
schools who will seek their careers and further training abroad, particularly 
in the developing countries. 

63. We regard the intern year as essentially a period of training in general 
clinical method and responsibility which all doctors must have, especially if 
the undergraduate course is modified in the way proposed in Chapter 4, so 
that there will be some reduction in the clinical experience which has hitherto 
been obtained before graduation. 

64. After having spent at least five years as an undergraduate, the need and 
the wish of the newly-qualified doctor in his first postgraduate year is not so 
much for formal educational activities as for some real clinical responsibility 
and experience with patients; hospital duties must be his main occupation in 
the future as they are now. The young House Officer should be under the super- 
vision of a Consultant of high standard who has time to give thought to the 
most appropriate methods of teaching and can systematically plan and carry 

* HUTTON, P, W,, WILLIAMS, P, O,, GRAVES, J. C. # GRAVES, V., Lancet, 1964, i, 

3 S . 

ILLINGWORTH, C. s Training Facilities for Junior Hospital Staff. Glasgow Postgraduate 
Medical Board, 1966. 

t The Graduate Education of Physicians, Report of the Citizens’ Commission on 
Graduate Medical Education, American Medical Association, 1966. 
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out the instruction required so that the young graduate receives a good clinical 
training. 

65. There is general agreement in the evidence which we have received that 
universities should exercise much stricter supervision over posts for the intern 
year than they have done in the past. We think that the responsibility for 
approving these posts should be placed firmly on those universities which have 
undergraduate clinical departments. Each such university should be respons- 
ible for the selection and inspection of posts in its own area, which should 
normally be defined as the hospital region in which the university is situated 
(subject, in London, to our proposals in para. 479). We think that a graduate 
should normally spend his intern year in the area of the medical school which 
provided his clinical education. If he goes to another area he should be 
transferred to the care of the university responsible for the approval of posts 
in that area, but the graduate’s own clinical school should maintain a close 
interest in him and arrangements should be made between the universities 
concerned for effective supervision during the year. Overseas students at 
British medical schools should normally be expected to serve their intern year 
in Britain, Only in very special circumstances should a graduate of a British 
medical school be given permission to spend part or all of his intern year 
outside Britain, and then only if the university is satisfied on the basis of 
comprehensive and up-to-date information that in the posts to which he pro- 
poses to go he will receive training appropriate for admission to the British 
Medical Register. 

66. We think that the present arrangement whereby six months of the pre- 
registration year are spent as a house physician and six months as a house 
surgeon is in general satisfactory, provided that the posts are properly selected 
and supervised and that during this year the trainee has some responsibility 
under supervision for ordinary emergency admissions and for the treatment 
of casualties. We welcome the General Medical Council’s assurance to us that 
they intend to interpret “medicine” and “surgery” flexibly in this context; 
the trainee might, for instance, be given some experience in paediatrics, gynae- 
cology, dermatology or psychiatry within the general framework of an 
attachment to a unit of general medicine or general surgery. We hope that 
wherever possible arrangements will be made between medical and surgical 
units to enable the young graduates based on each to take part in ward rounds, 
conferences and other educational activities of the other. The two periods of 
training in this year should be designed to be complementary. The university 
responsible should not certify that pre-registration experience has been satis- 
factorily completed until it is satisfied that the young graduate has held two 
posts which are not only suitable in themselves but together form a suitable 
combination; we recommend that the Medical Acts be amended accordingly. 
We do not regard obstetrics as appropriate in itself for the intern year but as a 
subject for later professional training; for those proposing to study obstetrics 
ater, experience during the intern year in paediatrics, urology or abdominal 
surgery would be useful. 

67. In general the criteria set out in paragraph 64 of the General Medical 
Council’s 1967 Recommendations (see Appendix 3) are in our view a satis- 
factory basis for the approval of intern posts, but we feel that a post should not 
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normally be regarded as suitable unless the Consultant who would be re- 
sponsible for training has both interest and ability in teaching and spends at 
least six sessions a week at the hospital; we appreciate that at present this 
latter criterion might be difficult to meet in some areas. To ensure that the 
accepted criteria are complied with, representatives of the university (probably 
members of the staff of its medical school) should keep in touch with its young 
graduates in their intern year and periodically visit all the hospitals involved to 
see that the training requirements are being properly met. Approval of a post 
should be withdrawn without hesitation, if necessary after consultation with 
an external adviser from another region, if the post appears to be unsatis- 
factory. Not all hospitals will have suitable posts: some posts in teaching 
hospitals are less suitable — because, for example, they are extremely specia- 
lised— than posts in good district hospitals. 

68. In 1966 22% of the final-year students in British medical schools were 
already married.* Many more marry when they graduate. Hospitals ought 
to provide married quarters for an appropriate proportion of their House 
Officers and deficiencies in this respect should be remedied as soon as possible; 
nevertheless, although actual residence in a hospital is itself an educational 
experience at this stage of training, we do not think House Officers need live 
in during the whole of the week. Obviously the houseman must live in hospital 
whenever he is on emergency duty and the hospital must always have a suffi- 
cient number of medical staff quickly available to meet any major emergencies. 
Moreover, the houseman must do a night round, seeing liis patients after the 
night nursing staff has come on duty. The houseman could meet these re- 
quirements if he lived within walking distance of the hospital and had a 
telephone, or lived within a few miles of the hospital and had a telephone and 
suitable personal transport, and if he were prepared to stay in the hospital 
for two or three nights in each week. He would have to recognise, of course, 
that even when not actually in hospital he would still be on duty and should 
be immediately available, except during recognised off-duty periods when he 
had properly handed over his reponsibilities to some other person. 

69. The medical school should make itself responsible for ensuring that all 
concerned are fully aware that the purpose of the intern year is to complete 
the young doctor’s basic medical education, and of the Implications of this, 
and should be prepared to give advice and guidance to graduates on suitable 
training posts. At some centres arrangements for matching graduates to 
posts throughout the area work reasonably well; every university with a 
medical school should establish a satisfactory procedure for arranging a suit- 
able combination of posts for its new graduates, taking account of their needs 
as well as their abilities. We think that no arrangements for appointment to 
approved training posts for the intern year should be made before a medical 
student reaches the final year, and that preferably the arrangements should be 
made only after the final examination. The filling of posts by private 
arrangements between Consultants and students should cease, though the 
preferences of trainers and trainees should be respected as far as possible. Dif- 
ferent universities will no doubt make suitable arrangements In different ways; 
we suggest that one way would be the display of a list of all approved posts 
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in the area, on which final-year students could indicate their own preferences 
and see the preferences of others. 
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THE PRESENT PATTERN OF TRAINING 
FOR THE HOSPITAL SPECIALTIES 

70. At present the young doctor who continues his postgraduate training 
in hospital will usually, after completing the compulsory pre-registration year, 
take a post as Senior House Officer, He will probably hold this for only a year, 
and in practice must start lookin g for his next job, as a Registrar, after eight 
or nine months at the latest. He has to rely a good deal on chance for the 
availability of a suitable job at the right time to enable him to continue his 
training; he often has to travel to several different places for interviews and 
at the same time he may be sitting examinations such as the first part of the 
Membership examination of the Royal College of Physicians or the Primary 
examination for the Fellowship of the Royal College of Surgeons. 

71. During the next two years or so in the Registrar grade, the intending 
specialist hopes to obtain a higher qualification by passing examinations such 
as those for the Membership of the Royal College of Physicians or the Fellow- 
ship of the Royal College of Surgeons (see paras. 87-92). Unless he succeeds 
he will have little chance of being selected for further specialist training in the 
Senior Registrar grade' indeed, in some specialties in which the number of 
applicants for Senior Registrar posts far exceeds the number of vacancies, 
particularly in general medicine and general surgery, possession of a higher 
qualification is certainly no guarantee that a Senior Registrar appointment 
will be obtained. Despite its importance in the specialty training process, 
the Registrar grade offers no certainty — or even a reasonable assurance — of 
suitable training facilities and experience. The recommendation in the Platt 
Report* that Registrar posts should be of limited tenure has not been acted 
upon, and the grade has been allowed to expand. In September 1966, of 
the 2,217 British-born Registrars in England and Wales 473 had oeen in this 
supposedly training grade for more than three years and 283 for more than 
four years; over one thousand were aged between 30 and 34 and nearly four 
hundred were 35 or older.f Because many Registrar posts meet service rather 
than training needs the availability of a post in which suitable training will 
be received has become haphazard. Thus, Senior House Officer and Registrar 
appointments do not at present usually comprise a planned postgraduate 
education following the pre-registration year. 

72. At present virtually any training which junior hospital doctors receive is 
directed towards the hospital specialties and none to any other branch of 
medicine. Only a minority will make their ultimate career in the hospital 
service, however: there are many more doctors in junior hospital posts than 
can ever hope to become Consultants, and the only other senior career grade 
in the hospital service (Medical Assistant) is not popular, for reasons we have 
given in Chapter 2. Many junior hospital doctors intend from the first to 



* Report of the Joint Working Party on Medical Staffing Structure in the Hospital 



Service, H.M.S.O., 1961. 

t On the State of the Public Health. Report of the 
of Health for the Year 1966, p, 218. H.M.S.O., 1967, 
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make their careers in general practice or other non-hospital work; others 
leave the hospital service disillusioned when they fail, as many must, to obtain 
an appointment as a Senior Registrar, Senior Registrar appointments, for 
those who attain them, vary considerably in the further training that they 
offer. Many include a period of service at a regional hospital which may offer 
a wider range of experience but may require the doctor and his family, often 
including children of school age, to move at short notice from one city to 
another. Posts often fill essential service needs and cannot easily permit the 
completion of a desired training. As a result, training is often unnecessarily 
diffuse and prolonged. 

73, Our proposals for improving postgraduate professional training, which 
are put forward in the following pages, are of a kind for which a need has 
been felt for many years. We propose first a coordinated general professional 
training, normally lasting three years; and, after a review of the present 
arrangements for postgraduate examinations and qualifications, we put for- 
ward an improved approach to the assessment of general professional training. 
We then discuss the later stages of professional training, and look briefly at the 
special considerations arising in the application of our general principles to 
certain specific fields of medicine. 



GENERAL PROFESSIONAL TRAINING 

74. In our view the years immediately following the intern year present 
the most urgent problems, both because of the number of trainees involved 
and because of the present disorganised state of training during those years. 
The present provision of separate and unrelated courses for specialist qualifi- 
cations takes up a great deal of teachers’ time and although important 
differences of interest, knowledge and skill will no doubt remain between special- 
ties, at least for a long time to come, we think that if adequate training is to 
be made available for all doc. rs every effort must be made to find and empha- 
sise the common features, which are often substantial, rather than the dif- 
ferences. The training of the future general practitioner, the Consultant 
physician and the paediatric specialist, for example, need not differ greatly, 
particularly in the early stages. Courses common to a number of specialties 
could be arranged in clinical science, e.g,, biochemistry and pulmonary 
physiology, and some further knowledge of clinical pharmacology is essential 
for all who prescribe drugs. Pathology plays an important part in postgraduate 
training in many branches of medicine; the facilities and staffing of many 
pathology laboratories must be improved if they are to make their pioper 
contribution to professional training. There are many branches of clinical 
medicine in which a greater than average knowledge of community medicine 
is desirable (see paras. 133-144); opportunities should be created for 
interested young clinicians in all specialties to get experience in epidemio- 
logical research methods, training in the epidemiological and statistical 
aspects of their own specialties, and a simple introduction, in courses 
provided by universities, to the principles of management and operational 
research. Consideration should be given to providing, in all large hospitals, 
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formal instruction in this subject and in psychiatry, to be open to all first- 
year trainees irrespective of the field in which their current appointment is 
held. Most doctors will at some time be expected to undertake some form of 
teaching; ccordingly, in addition to the valuable part already played by 
scientific societies in providing young doctors with experience of public 
speaking and constructive criticism of their performance, the availability of 
short simple courses of basic teaching techniques would be useful to all 
doctors. 

75. Common elements such as those mentioned in the preceding paragraph 
should, together with the elements specifically appropriate to each specialty, 
be incorporated into systematic three-year schemes of general professional 
training available to all doctors in Britain, including graduates from overseas. 
An essential feature of the new training scheme would be the trainee’s pro- 
gress through a planned series of six-month or twelve-month appointments. 
For each specialty training appointments of certain kinds would be essential 
and others optional. In Appendix 5 examples are given ut the appointments 
which might be regarded as compulsory and optional in certain specialties. 
Many kinds of appointment would, we think, be recognised as equally ap- 
propriate for a number of specialties; thus, if the career plans of a young 
doctor were to change, much of the training he had already undertaken could 
be credited towards what was required for his new choice. All the appoint- 
ments would usually be held within one geographical area, to avoid the 
annual job-hunting and concomitant upheaval which at present beset the 
trainee. He should not be forced to move unless the training he needs cannot 
otherwise be provided. On the other hand, he should not be prevented from 
moving to another centre during the general professional training period if 
he so wishes. 

76. During these three years young doctors should be allowed, if they show 
the aptitude, to undertake worth-while research without being penalised 
financially; if a trainee spent part of his general professional training period 
in approved full-time research, he should be allowed to pursue his research 
interest thereafter on a part-time basis. Any research done should be taken 
fully into account in the assessment at the end of the period (see para, 93), 
We hope very much that any who show enthusiasm and ability for research 
will be encouraged to begin some original work at this stage : new ideas and 
quests for fresh horizons are essentially qualities of youth. The three-year 
series of appointments would also allow a trainee to be seconded overseas 
during the period with the knowledge that he had a position in this country 
to which he could return. 

77. We hope that young doctors will not hesitate to spend their general 
professional training period away from the area of the university at which they 
received their basic" medical education, There is a tendency for graduates, 
often the best, to seek further appointments at their undergraduate teaching 
hospitals; but we hope that every effort will be made to achieve more move- 
ment between areas at the end of the intern year, because it can have great 
educational value for both trainers and trainees. A prospectus of the training 
schemes available in each area, including appointments at universities and 
teaching hospitals, should be published and deans should encourage trainees 
to go to areas other than their own. 
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78. The general professional training scheme would be vocational rather 
than academic in nature and would be based on a series of appointments in 
which the young doctor would render professional service simultaneously 
with his training. Nevertheless, emphasis should be placed throughout on 
applied scientific methodology. With the help of universities, the practical 
training should be accompanied by systematic education and training, with 
lectures, seminars and demonstrations based as far as possible on features 
common to different specialties or fields of practice (see para. 74). The 
trainees should have sufficient time for these educational activities and to 
assimilate their experience and knowledge. We welcome the Health Depart- 
ments’ recent circulars* on study leave for hospital doctors and hope that 
trainees will be allowed to accumulate their study leave over the three-year 
period to enable them to attend full-time training courses lasting several 
months when this is in their interests. 

79. Training appointments should not be limited to hospitals. Many 
doctors will benefit from short appointments during this period as trainees in 
general practice, in research or in administrative posts. Prospective medical 
teachers and others whose interests and capacities make academic appoint- 
ments or long university courses a desirable part of their training should be 
allowed to count these, to the extent that they are relevant, towards general 
professional training requirements. Flexibility should be possible without 
losing the administrative convenience of the trainee’s being regarded as an 
employee of the hospital authority through the general professional training 
period (see para. 85). 

80. A training scheme on these lines would require the accreditation of 
approved posts in teaching and district hospitals and elsewhere; strict criteria 
should be laid down and hospital posts should be approved only where they 
are under the supervision of Consultants prepared to take an interest in and 
actively teach young doctors. We recognise that our proposals for post- 
graduate education and training will make heavy demands on the time of 
senior staff, particularly in hospitals, and that more appointments will be 
necessary if both teaching and service responsibilities are to be met. Regular 
inspection of posts will be essential to make sure that they provide appropriate 
training and experience and that the trainees are not used merely to meet 
service needs. Any hospital posts not approved for training should be filled 
by experienced Hospital Specialists (see paras. 102-104) or by Clinical 
Assistants, as appropriate, 

81. The Platt Working Partyf concluded that there was no essential dif- 
ference between the duties of some Senior House Officers and those of Regi- 
strars, and we consider that these two grades should be merged into a new 
general training grade of Registrar which would meet the needs not only of 
those who hope to make their career in hospital specialties but also of those 
who will seek other careers in medicine. Trainees at different stages within 
this grade would of course be capable of taking different degrees cf respon- 
sibility, and should in the third— and perhaps in the second — year be able to 
exercise some supervision over less experienced Registrars and House Officers. 



* H.M.(67)27 for England and Wales; S.H.M. 29/67 for Scotland, 
t Kepi t, paras. 86 and 89. 
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82. Women doctors with family responsibilities should be given every 
opportunity to undertake part-time training over a longer period, with 
provision made for creches at the hospital and for maternity leave as required. 
We have been impressed by the scheme introduced in the Oxford region* for 
the return of married women doctors to employment in hospitals in part- 
time posts in which training and experience are given. We should like to see 
schemes on similar lines introduced in all regions so that women might more 
easily obtain, particularly in highly-competitive specialties, part-time posts 
which have been approved for general professional training. We also welcome 
the special scheme for postgraduate education for doctors who wish to return 
to medicine as general practitioners, announced by circulars of the Health 
Departments in 1966, f and we hope that this scheme can be adapted to the 
arrangements which we propose (see paras. 114-123) for professional training 
for general practitioners. 

83. Overseas doctors who come to this country for general professional 
training should have opportunities similar to those of British graduates; a 
certain number of approved posts, over and above those needed to fill expected 
future career posts in Britain, should be set aside for them. 

84. The administration of the training scheme— both as regards central 
planning, coordination, setting of standards and requirements and as regards 
implementation throughout the country — will be a major operation. Later in 
this chapter we discuss the administrative requirements in more detail and put 
forward proposals as to the machinery which we think is needed. 

85. We think the details of the machinery for selection and appointment to 
general professional training posts should be worked out by the central and 
regional organisations whose establishment we recommend in paras. 175-194, 
The actual appointments would presumably be made by the hospital autho- 
rity, university or other body responsible. In order to provide a planned 
series of posts for each trainee the arrangements for appointment must be 
closely coordinated, as they already are in some teaching hospitals. We 
think that all appointments to approved general professional training posts 
in a region will probably have to be synchronised, with opportunities for 
change twice a year. We also think that the operation of the scheme would be 
greatly simplified if all doctors in general professional training were to be borne 
on the books of the appropriate hospital authority for administrative purposes, 
even when serving temporarily in a non-hospital appointment which formed 
part of an approved training scheme. 

86. Towards the end of the intern year there must be some mechanism for 
contact between the graduate and his medical school, so that his plans for 
general professional training can be seriously discussed. Although facilities 
would exist for changes of career plans to be made during the later stages of 
training, the interests of trainees and the success of the scheme require that 
the aspirations which young doctors have at the commencement of general 
professional training should be based not only on their wishes but also on their 
abilities and on the future demands likely to be made on the profession in the 



• RUE, R., Lancet, 1967, i, 1267. 
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various branches of medicine. Only thus will their applications for general 
professional training appointments be harmonised with the vacancies likely 
to be made available by employing authorities in the light of a realistic 
appraisal of future needs. The Health Departments are now able to indicate 
the prospects of vacancies in Consultant posts and in general practice some 
years ahead. Information about expected vacancies and prospects in all 
career grades for doctors in the National Health Service in Britain as a whole 
should be made widely available for the benefit of all who are concerned with 
the provision of advice or postgraduate training. Even so, we have no doubt 
that soT’ie of the more popular specialties will be over-subscribed; there will be 
a need for some systematic form of selection, on a national basis, for training 
in these specialties. This selection should be made as early as possible, and 
certainly no later than the end of the first year of general professional training, 
so that those thought most suitable could proceed uninterruptedly with their 
training and others could change, without great difficulty and waste of effort, 
to training for a more appropriate specialty. 



ASSESSMENT OF GENERAL PROFESSIONAL TRAINING 

THE PRESENT ARRANGEMENTS 

87. At present the trainee’s performance in the earlier years of postgraduate 
training in hospital is assessed very largely by examinations organised by the 
professional medical bodies for the formal purpose of selecting doctors for 
admission to the main grade of membership of the body concerned (Ly 
tradition known as the Fellowship in the case of the surgical colleges). These 
examinations vary widely in their design and intended significance. Those of 
the older-established bodies are designed primarily as a test of potential 
ability, aimed at selecting the doctors best suited to become Consultants in 
due course rather than assessing what the candidates have already achieved 
in postgraduate training. Only those who attain a very high standard in the 
examinations are given any recognition. There is a high failure rate (see 
Appendix 4); many of the successful candidates trained in this country have 
attempted the examination more than once, 

88. Membership of the Royal College of Physicians of London seems 
usually necessary for a medical Registrar appointment at a London teaching 
hospital, but is held by very few candidates for such appointments at provin- 
cial teaching hospitals. The Membership examination may be attempted 
eighteen months after graduation, but a recent analysis* shows that the modal 
interval for British candidates between graduation and passing this examina- 
tion is five years; Oxford, Cambridge and London graduates tend to pass the 
examination more quickly than graduates of other universities. The first 
part, designed to exclude unsuitable candidates from the overcrowded prac- 
tical examination facilities, consists of multiple-choice questions requiring a 
factual knowledge of the whole field of medicine in its widest sense. Successful 
candidates proceed to the second part, which is essentially clinical and is 
arranged so as to allow candidates whose interests lie in general medicine to 
achieve the Membership at this stage if they reach a high enough standard; 



* WILSON, G. M„ British Journal of Medical Education , 1967, 1, 103-107. 
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others go on to a third part in which those who wish to specialise in psy- 
chiatry or paediatrics may do so. The examination for Membership of the 
Royal College of Physicians of Edinburgh may not be attempted until three 
years after graduation; again there is a preliminary test to cut down the 
numbers going on to the clinical examination. The arrangements for the 
Membership examination in medicine of the Royal College of Physicians and 
Surgeons of Glasgow are now very similar, 

89, The examinations for the Fellowship of the Royal Colleges of Surgeons 
of England and Edinburgh and for the Fellowship in surgery of the Royal 
College of Physicians and Surgeons of Glasgow are all essentially of the 
same kind, consisting of Primary examinations in anatomy, applied phy- 
siology and pathology, and Final (clinical) examinations; all the surgical 
colleges require candidates to have had certain hospital experience, which 
means that the final examination cannot be taken until three or four years 
after graduation. In fact, the modal interval for British candidates between 
graduation and success in the Fellowship examination of the Royal College of 
Surgeons of England seems to be about six years.* The relevance of some 
parts of the examination to surgical training has been questioned by many of 
our witnesses; for the Primary examination there seems to be a great deal of 
cramming of material which is quickly forgotten. 

90, Membership of the Royal College of Obstetricians and Gynaecologists 
at present requires the presentation of reports of cases studied during training 
and the passing of a single examination, which is taken at the end of the 
Registrar period. The results of recent examinations (Appendix 4, Table 2(f)) 
show that two-thirds of British candidates were successful ; . the first try. 
The recently instituted Membership examination of the College of Patholo- 
gists is in two parts : the first, exemption from which may be given by virtue 
of published research, is taken at the end of the Registrar period, and the 
second towards the end of the Senior Registrar period, A definite pattern of 
pass rates has not yet been established but in both the Primary and Final 
examinations held from 1964 to 1966 over half of the candidates who had 
received their undergraduate education and postgraduate training in Great 
Britain passed at the first attempt (see Appendix 4, Table 2(g)), 

91 Even the newer colleges* higher examinations are not related as closely 
as they should be to the present arrangements for postgraduate training in 
British hospitals and even well-prepared candidates often fail. We found that 
none of the colleges had information readily available about the pass-rates of 
British graduates (see para. 100). 

92. In nddition to their inappropriate timing and nature, the present assess- 
ment arrangements are uncoordinated. The English and Scottish Royal 
Colleges of Physicians and Surgeons have in recent years taken some steps 
towards reciprocal recognition of their Primary examinations, but in our 
view they h.^e not gone as far or as fast as they should. The lack of complete 
reciprocity between the English and Scottish colleges imposes a highly 
undesirable rigidity on hospital appointments in Britain. Some English 
regional hospital boards have declared that qualifications of the English and 
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Scottish colleges are equally acceptable, but in practice a cane date with an 
English higher diploma is likely to be preferred in England, though the con- 
verse does not hold. As a result Scottish graduates (they constitute at present 
about a quarter of the British total and many of them must leave Scotland to 
secure hospital appointments) often find that they must spend time and money 
seeking the qualification of an English as well as of a Scottish college, 

NEW PROPOSALS FOR ASSESSMENT 

93, One of the principles which we firmly hold is that in the assessment of 
general professional training there is no place for a single major “ pass or 
fail ” examination. Trainees should be assessed on a progressive basis through- 
out the three-year period, so as to relate the assessment closely to the trainee’s 
particular experiences, to avoid some of the unreliability inherent in a once- 
for-all review covering the whole of the training, and to provide a basis for a 
reappraisal of progress and plans at intervals dur ng the training period. Some 
form of general check should therefore, we think, take place at intervals— 
perhaps at the end of each year. As we have said in paragraph 86, some form of 
selection may in any case be needed in the first year in order to decide which 
trainees may be allowed to continue training in the more popular specialties. 
The final assessment should include a review of the interim assessments. 
Provision should also be made for full account to be taken of any special 
experience the trainee may have had, e,g, in overseas service or in research. 
The trainee might himself offer this for consideration. If, as we hope, the 
early postgraduate phase ceases to be dominated by preparation for formal 
examinations, many more trainees than at present should be able to take part 
in research. 

94, The assessment of general professional training must to some extent be 
based on reports by supervisors and the chiefs of units in which the trainee 
has been working. The reports should be at least partly in a standard form to 
ensure proper coverage of important questions. Supervisors might be required 
to give an account of the training they have provided as well as of the progress 
of the trainee. Reports from different supervisors, however, would not always 
be comparable, particularly where some or all of a candidate’s training had 
been done overseas. Some measure of objectivity will need to be introduced 
by using standard tests of knowledge and skill. External assessors might be 
employed to visit borderline trainees and check their supervisors 5 reports. 
We do not think, however, that we need or should go into detail as to the 
methods to be used in assessment; we hope that as experience of the new form 
of assessment is gained, the methods used will be developed and improved. 
Examinations should be seen as only one, and not necessarily the most 
important, element in the assessment process and the results of examinations 
should always be considered in relation to a progressive assessment of the 
trainee’s performance. The administrative aspects of the arrangements for the 
assessment of general professional training are discussed later (see paras, 
175-194). 

95, When a general assessment of the trainee’s performance and potentiality 
indicates that he has satisfactorily completed his general professional training, 
he should be given a certificate to this effect; those who have done excep- 
tionally well in examinations or have shown outstanding ability in other 
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respects should get special credit, which should be noted in the certificate. 
We expect that as all the candidates will have gone through a planned series of 
training appointments in posts approved for the purpose and will have been 
progressively assessed throughout, a very high proportion will receive the 
certificate after three years’ general professional training. 

96. Any candidate not judged satisfactory at the end of three years should 
receive a report explaining his deficiencies and offering advice on further 
training; if the candidate wished to continue general p 'essional training in 
the same specialty, arrangements should be made for nim to have another 
year’s training in appropriate approved posts and he should be given another 
two chances of assessment during this period. If he wished to undertake 
general professional training in another specialty he should have access to 
advice and information as to the additional training that would be necessary, 

97. When they had satisfactorily completed their general professional 
training, trainees would be eligible to proceed to appointments in which they 
would complete their professional training; doctors who had come to this 
country from overseas for general professional training should find the certifi- 
cate of value on return to their own countries; British doctors intending to 
make a career in the hospital service would be eligible to apply for appoint- 
ment as Junior Specialists (see paras, 101-112) and those aiming at general 
practice would apply for Assistant Principal appointments (see para. 121). 

98, The certificate awarded on satisfactory completion of gene-al profes- 
sional training will have, in our view, an important part to play with regard to 
membership of the professional organisations. The established wisdom and 
experience of the professional colleges should continue to be fully used in 
assessing the progress of the trainee specialist, and we think that the satisfactory 
completion of general professional training should be marked by the trainee’s 
acceptance into the main grade of membership of the appropriate college or 
equivalent professional body. We should like to see the certificate accepted in 
itself as evidence of eligibility for membership of the appropriate college; such 
membership should normally be regarded as a routine next step, at least for 
doctors resident in Britain. We have every reason to believe that the profession- 
al bodies will find themselves able to cooperate effectively in an assessment 
scheme on the lines we have proposed and we hope that no substantive 
distinction will exist between the certification of general professional training 
and the achievement of membership in a professional body. Many of the 
professional bodies concerned will obviously need to recast their organisa- 
tional structure to some extent if the recommended object is to be achieved , 
We hope the surgical colleges will adopt the same nomenclature as the others 
and reserve the title of “ Member" for those who have satisfactorily com- 
pleted general professional training for surgery, with the Fellowship implying 
a further advance in status within the specialty at a later stage (see para. 1 1 1), 
This change will raise transitional problems but will b 1 ' an important step in 
the rationalisation of British higher nrofessional qualifications and will make 
them more readily comprehensible .o doctors abroad and to laymen every- 
where. 

99. Furthermore, we think that the Royal Colleges of Physicians and the 
Royal Colleges of Surgeons in England and See dand should consult together 
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as to the best means of achieving reciprocity of membership for physicians 
and surgeons respectively in the immediate future. Complete reciprocity will 
not, we think, be attainable without a common assessment procedure, in- 
cluding any formal examinations required, but would be brought closer if the 
abbreviation for membership accepted for common use did not specify the 
geographical location of the particular professional body to which the holder 
belonged, 

100. We hope that in future the professional medical bodies will give much 
more attention ian hitherto to the relationship between the training of 
candidates and success in the professional bodies’ examinations, and that 
information about performance in examinations, at least to the extent which 
we include in Appendix 4, will be made generally available. 



FURTHER PROFESSIONAL TRAINING 

101. The three-year period of general professional training which we have 
proposed in paras. 74-86 above would be rather broad in its aims and nature : 
although it would be directed towards the requirements of particular special- 
ties there might well be a possibility that a given series of general professional 
training appointments would be accepted as suitable tor more than one 
specialty (including general practice), so that a change of career intention 
could be made without difficulty even at the end of general professional 
training. On satisfactory completion of his general professional training, 
however, the young doctor’s work and interests must be channelled into a 
narrower field ; he would then be expected to commit himself firmly by seeking 
an appointment providing further professional training, varying in length 
according to the field he had chosen, in the course of which he would reach 
the point at which he would be judged competent to exercise a substantial 
measure of clinical judgment in his specialty without supervision. As will be 
seen later when we consider the training required for certain particular fields, 
our proposals above for general professional training can be read with equal 
applicability irrespective of the field of practice concerned. Our thinking about 
the next stage of training, however, is more specifically in terms of hospital 
practice; we offer later some comments on its applicability to other fields, 
such as general practice. 

A NEW HOSPITAL STAFFING STRUCTURE 

102. Professional tra cing for the hospital specialties is inevitably bound up 
with the hospital staffing structure. We have therefore given very careful con- 
sideration to the latter, and particularly to the opportunities it offers for a 
doctor to make a career in his chosen specialty. Until recently only the Con- 
sultant grade was acknowledged as a proper aiming-point for the young 
doctor training for a hospital career. The Medical Assistant grade was intro- 
duced some years ago in recognition that the hospital service needed in 
permanent responible positions, and could oiler adequate careers to, many 
more doctors than could expect to become Consultants; and also in recogni- 
tion that hospital posts which did not offer satisfactory training should not 
be filled on a temporary basis by doctors nominally in training. For reasons 
we discussed briefly in Chapter 2 the Medical Assistant grade has not become 
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popular; we think it will be superseded with advantage by a new grade (see 
para. 48) which for convenience we shall call the “Hospital Specialist” 
grade,* We envisage that the doctor who has successfully completed his 
professional training in a hospital specialty will make his career as a Hospital 
Specialist or, if he shows high ability, as a Consultant. 

103. We recommend, therefore, that on completion of general professional 
training all doctors seeking a career in the hospital service should enter a single 
career grade of Junior Specialist. When they had had the prescribed experience 
as a Junior Specialist they would be eligible for vocational registration (see 
paras. 155-162) and could expect promotion to Specialist, in which capacity 
they would exercise a substantial degree of independent clinical judgment. 
The registered Specialist in the hospital service would, like all other hospital 
doctors, be a member of a team, holding a gradually increasing personal 
responsibility but looking to a Consultant for guidance and help in unusually 
difficult cases. Promotion to the Consultant grade would be based on demon- 
strated ability. 

104. We expect that a good proportion of Junior Specialists and Specialists 
will be part-time; the grade should attract many women who, because of 
family commitments, are not able to give full-time service to medicine but have 
been able to complete their general professional training, perhaps over an 
extended period (see para, 82). The Specialist grade should also offer a means 
of providing part-time hospital appointments for suitably trained doctors 
whose main interests lie in other branches of medicine, and especially for 
general practitioners. 



ADVANCED TRAINING IN INTENSIVE TRAINING POSTS 

105. Ideally, from some points of view, all Junior Specialist posts should 
offer equally good facilities for intensive training, so that a firm decision on 
the trainee's suitability for an early Consultant appointment could be deferred 
until he had had the fullest opportunity to show his capacity. This would 
inevitably, however, raise expectations which could not possibly be fulfilled. 
The strict limitation which the Health Departments have maintained over the 
number of Senior Registrar posts, since the publication of the Platt Report, 
has avoided the frustration previously experienced by many capable doctors 
who found themselves unable to obtain Consultant appointments after a 
reasonable period of service as Senior Registrars; we do not wish such a 
situation to arise again. In any case we think that posts of” Senior Registrar ” 
quality could not be made available in unlimited number; we accept that there 
must be some differentiation among hospital doctors on completion of their 
general professional training. 

106. All Junior Specialists would receive further training but on the basis 
of their performance in their general professional training certain Junior 
Specialists would, on entering the grade, be selected for appointment to 
intensive training posts of limited tenure (in effect, “ Senior Registrar ” posts) 
which would be expected to bring them, after a relatively short period of 
service first as Junior Specialist and then as Specialist (see para. 103), to the 

* For convenience we refer to this grade in general terms; we expect that individuals 
would be described specifically as ‘‘Medical Specialist”, “Surgical Specialist”, “paediatric 
Specialist,” and so on. 
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point where they might reasonably be considered for Consultant appoint- 
ments. Appointments to intensive training posts would necessarily be of 
limited tenure, so as to ensure that they were not blocked for long periods by 
doctors unable to obtain early Consultant appointments; if a doctor holding 
an intensive training post had not obtained a Consultant appointment within 
a specified period (see para. 109) he should be required to move to another 
post in the Specialist grade. 

107. No Specialist should be debarred, either by inability to obtain an 
intensive training post or by having to leave such a post without reaching 
Consultant status, from competing later for a Consultant appointment if his 
experience and the development of his capabilities warranted his doing so. 
When the number of intensive training posts is determined, an allowance 
should be made for a significant number of Consultant posts to be filled from 
Specialist posts other than intensive training posts, as well as by doctors who 
had acquired suitable training and experience overseas or in academic work. 
Overseas doctors should be accepted for training in the Junior Specialist grade, 
in intensive training posts or other posts, provided they have already had a 
general professional training equivalent to that which British doctors will have 
had. A certain number of intensive training posts, over and above those 
needed to fill Consultant posts in Britain, should be set aside for them. 

108. We expect that there will be keen competition for intensive training 
posts. Appointments committees should give very great weight to the results 
of the assessment made at the end of the candidates’ general professional 
training, whether or not that training had been done at “ teaching ” or 
s ‘ non-teaching ” hospitals. 

109, The essential purpose of the intensive training post would be to 
offer a channel of accelerated promotion for the most capable trainees; the 
standard of training provided in these posts must therefore be very high. 
The period spent in intensive training posts would vary according to specialty: 
we expect that it would generally be between two and four years, but in some 
very highly developed specialties a longer period might be needed. The present 
Senior Registrar training schemes have been improved as the result of the 
establishment of advisory committees jointly by universities and hospital 
authorities, but there is still a good deal to be done, particularly in providing a 
variety of experience and opportunities tor research. At present few Senior 
Registrars get any real opportunity to carry out clinical research, as is shown 
by the fact that few obtain a higher degree in the course of their training. 
This is a serious defect in the education of those who will eventua'ly carry the 
most responsible and influential posts in medicine and steps should be taken 
to remedy it. We hope that a substantial proportion of those selected for 
intensive training posts will obtain a higher degree in the course of their 
training. 

110, Rotation schemes, which already work well in a number of regions 
under the supervision of active Senior Registrar Advisory Committees, should 
be introduced in all regions and should wherever possible include service in 
both university teaching hospitals and district hospitals; if participation in a 
rotation scheme involves moving house, accommodation should be provided 
by the hospital authority. There should however be some flexibility in the 
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arrangements for rotation schemes in order to meet special difficulties caused 
by family circumstances or engagement in research. Because of the intensive 
nature of the training that should be given in these posts* the holders should 
not be over-burdened with routine service work;, though this does not mean 
that they should be observers only. 

111. We do not think any particular pattern need be prescribed for the 
assessment oi the trainee’s performance during advanced training. We 
expect that at some point during this period he would become eligible for 
inclusion in the appropriate vocational register (see paras, 155-162) and 
acquire full Specialist status. The final criterion of success in this phase of 
training would be appointment to a Consultant post, but professional bodies 
may think that, just as doctors who had satisfactorily completed their general 
professional training should be eligible for membership of the appropriate 
professional body (see para. 98), so those who have satisfactorily completed 
advanced training or reached an equivalent standard should normally be 
eligible for a more advanced status in their college. 



TRAINING IN OTHER HOSPITAL SPECIALIST POSTS 

112. We do not expect any doctor to be appointed to the Junior Specialist 
grade who has not satisfactorily completed the normal three years’ general 
professional training. The staffing of the Junior Specialist grade should be 
such that the service load allowed Junior Specialists to have a proper training. 
Those who are not in intensive training posts (see paras. 105-111 above) 
should be given appropriate supervision and further vocational training of a 
nature generally similar to, but less demanding than, that offered in such 
posts; they should have time to supplement their growing experience by 
taking advantage of the general training activities in their immediate environ- 
ment and should, if they show interest and aptitude, have opportunity for 
research. We hope that some Specialists, even though they have not held 
intensive training posts, will achieve higher university degrees which will 
stand in their favour when they seek promotion to the Consultant grade. 
When his need for professional training has been met, a Specialist— in common 
with all other doctors In career grades— should have opportunities for con- 
tinuing education throughout his working life (see paras, 163-170), 



PROFESSIONAL TRAINING IN PARTICULAR FIELDS 

113, We do not . propose to discuss in detail how the proposals we have 
made for general professional training and for further professional training 
might be applied in all specialties and branch specialties but we shall comment 
at some length on the relationship of these proposals to general practice- 
psychiatry and community medicine, and more briefly on their relationship 
to pathology, radiology and anaesthetics; we think there are at present 
special needs for improvement of postgraduate training in these fields. We 
also discuss postgraduate training for local authority clinical services, because 
the future organisation of these services and its implications for training are 
not yet clear. We provide in Appendix 5 examples of appointments that might 
he suitable for training in the fields we have mentioned. Other specialties, 
including ophthalmology and venereology, which we shall not discuss in 
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detail, suffer from difficulties of recruitment which would, we think, be con- 
siderably eased by improved postgraduate training arrangements on the 
general lines we have proposed. General professional training in ophthal- 
mology and venereology could be on lines broadly similar to those which we 
propose in Appendix 5 for general medicine, general surgery and obstetrics 
and gynaecology : the first year would be spent in a general clinical subject or 
subjects and, the second in the specialty concerned; the third year might, at 
the trainee's choice, include a further six-month appointment in the specialty 
or in appropriate research, and a six-month appointment in a related subject, 

GENERAL PRACTICE 

114. As we have explained in Chapter 2, we think that primary medical 
services in this country will, for the foreseeable future, continue to be based 
on general practice but in a form very different from that of the traditional 
single-handed practice or small partnership. We believe that general practice 
will be a satisfying and challenging specialty. We see in the future a general 
practitioner providing care for the families and individuals in the local com- 
munity, working with a group of colleagues (each, probably, with a personal 
interest in a particular specialty) aided by proper diagnostic services, ancillary 
staff and efficient practice organisation; and cooperating closely with other 
agencies. We see him, moreover, playing a responsible part in the hospital 
and other health services, and recognised as a specialist in his own right by 
virtue of his unique and essential contribution to medical care. This vision 
will become a reality only if general practice, like hospital practice, is based 
on organized professional training of the kind we have proposed in paragraphs 
74-86, 

115. Traditionally, the only preparation universally required as a condition 
of entry to general practice has been the statutory basic medical education— 
the undergraduate course and, in recent years, a year of approved hospital 
experience under supervision. The evidence we have received, as well as the 
literature of the past twenty years, shows clearly that this is no longer thought 
sufficient to produce a “finished doctor” in any field of medicine. In fact, 
there has already been a strong movement towards a more adequate vocational 
training for general practice. In recent years many doctors have spent at 
least one or two years more than the statutory minimum in hospital posts 
before seeking appointments outside* (some, of course, have remained in 
hospital work in the hope of becoming Senior Registrars, rather than in 
conscious preparation for a career in general practice). There have been a 
number of attempts to put training for general practice on a more systematic 
basis. 

116. The national Trainee General Practitioner Scheme was introduced in 
1948 following a recommendation of a Committee under the chairmanship 
of Sir Will Spens.f This scheme provides a year of in-service training with a 
Principal in general practice who has been approved as a trainer, during which 
time the trainee assistant is a supernumerary member of the trainer’s prae- 



* Report of the Joint Working Party on Medical Staffing Structure in the Hospital 
Service, para. 95. ILM.S.O., 1961. . 

f Report of the Inter-Departmental Committee on Remuneration of General Practitioners, 
Gmd. 6810. H.M.S.O., 1946. 
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tice. The scheme increased in popularity until 1957* when there were nearly 
450 trainee assistants in Great Britain; subsequently the numbers taking part 
have declined and in 1966 only about 150 entered general practice through 
the scheme. Local schemes providing training both in hospital and in general 
practice have been developed in some areas* e.g. Birmingham, Bristol, 
Durham, Inverness* Lancaster and Wessex. Although these local schemes 
have been well thought out and carefully planned, difficulty has generally been 
found in attracting trainees to them* even in the relatively small numbers for 
which arrangements have been made. None of the training schemes has been 
obligatory or has offered a sufficient positive inducement to compete 
successfully* in a period of manpower shortage, with the material benefits of 
early entry into independent practice. 

117. Some of our witnesses, while agreeing on the urgent need to introduce 
adequate universal training for general practice, have suggested that the 
attractions of general practice are not now strong enough to overcome the 
deterrent effect of a requirement for additional training* and that recruitment 
would be reduced unless specific positive incentives (presumably of a financial 
kind) were introduced. We do not think, however, that a universal requirement 
for proper training will deter good doctors from entering general practice. In 
fact, we think proper training will be an attraction in itself* but unless it is 
made compulsory the few who put quick rewards before professional pride 
will have a financial advantage that will, we think, prevent any general 
advance in standards. 

118. In our view the appropriate professional training for general practice 
could not possibly be provided* as some witnesses have suggested* simply by 
twelve months in hospital appointments (in addition to the compulsory pre- 
registration year) followed by a short period as an assistant in general practice 
before becoming a Principal. In recent years much thought has been given by 
the Royal College of General Practitioners* the British Medical Association 
and others to the idea of a much more comprehensive scheme of professional 
training for general practice and we have been impressed by the scheme for 
comprehensive professional training put to us by the Royal College (see 
Appendix 6) which proposes, after the intern year, four years 5 further training 
two of which would be in appropriate hospital appointments and two in 
appropriate training posts in general practice. For reasons which we make 
clear in the following paragraphs* our recommendations on professional train- 
ing for general practice differ in some respects, though not we think in essence, 
from the College’s proposals. 

119. Professional training in general practice should, we think, aim at 
producing a first-rate clinician In the field of internal medicine* with a good 
knowledge of preventive medicine and with special knowledge of the problems 
— both clinical and organisational — associated with family doctoring and with 
the role of general practitioner as “ doctor of first contact 55 in the community. 
We should like to see* in accordance with our recommendations for other 
specialties (see para. 75)* all would-be general practitioners undertaking a 
three-year period of general professional training* comprising a series of six- 
month, or perhaps twelve-month* rotating appointments. One of the compul- 
sory appointments, early in the period, would be spent in general practice* 
somewhat on the lines of an appointment in the present Trainee General 
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Practitioner Scheme, but would if possible include some time with the local 
authority and perhaps also some study of occupational health, A six-month 
appointment in obstetrics and gynaecology would be highly desirable. The 
next most important subjects to be included are general medicine, paediatrics 
and psychiatry. Other subjects for which training appointments should be 
arranged where possible are anaesthetics (including general dental anaes- 
thesia*), dermatology, geriatrics, ophthalmology, otorhinolaryngology and 
physical medicine; concurrent experience of two or three of these subjects 
could often be provided in a single training period. A sound and up-to-date 
knowledge of therapeutics is essential for all general practitioners; great 
emphasis should be placed on training in therapeutics during general profes- 
sional training and opportunities should be provided for attendance at 
lectures and courses in clinical pharmacology. Examples of series of appoint- 
ments suitable, in our view, for general professional training in this field are 
given in Appendix 5(d). On satisfactory completion of this general profes- 
sional training, signified by the award of a certificate based on progressive 
assessment of the trainee’s performance (see para. 95), trainees would, we hope, 
be considered eligible for membership of the Royal College of General 
Practitioners. 

120. An essential feature of the Royal College of General Practitioners’ 
scheme is that both trainers and trainees should receive fair remuneration. 
During general professional training the would-be general practitioner, 
whether in hospital or elsewhere, should in our view be graded as Registrar 
and be paid by the hospital service at the same rate as those being trained for 
hospital specialties (see para. 85). The trainers needed for the phase of 
general professional training spent in general practice itself would have to 
be highly selected; training responsibilities should be remunerated at a level 
high enough to attract sufficient general practitioner Principals of the quality 
required, and to enable them to reduce their lists of patients so as to provide 
time for their training duties. Health centres should be used for training as 
much as possible in this context. 

121. After the period of general professional training the young doctor 
should have two years’ further professional training as an Assistant Principal 
in general practice; during this time he would be responsible for the treatment 
of patients to a Principal in the practice. We do not think that the posts or 
supervisors required in this period of further prof essional training could be or 
need be as highly selected as those appropriate for the trainee during his 
general professional training. The young doctor would still need guidance 
and advice, but would now have sufficient experience to carry a considerable 
amount of clinical responsibility. During this period there should be ample 
opportunities for further education outside the practice, including attendance 
at courses offered by university departments and professional organisations, 
and for suitable attachments to hospitals, local authorities and other general 
practices where possible. We should particularly like to mention the impor- 
tance for the young general practitioner of instruction in the good adminis- 
tration of general practice; introductory courses on this subject, or extended 




* See Dental Anaesthesia, Report of a Joint Sub-Committee of the Central Health 
Services Council, Standing Medical and Dental Advisory Committees, pp. 19-20. 
H.M.S.O., 1967, 
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courses on the lines of those which have been held in Canterbury and in 
Wessex, would be very useful. We recommend that the second year of further 
professional training be spent in a practice in a different environment from 
that of the first. After satisfactory completion of his professional training 
the doctor should be competent to exercise independent clinical judgment as, 
in effect, a Specialist ” in general practice* He should therefore be eligible 
for inclusion in the vocational register for general practitioners (see paras. 
155—162) and for appointment as a Principal in general p) ice in the National 
Health Service. 

122, We have not suggested any specific provision for advanced training 
for general practitioners. There is at present no well-defined occupational 
status towards which such training could be aimed* We expect that our pro- 
posals, if implemented, will considerably raise the status of general practice, 
but we cannot yet predict the directions in which practitioners of outstanding 
ability might benefit from advanced training* 

123, We recognise the problems that would be involved in the introduction 
of a scheme such as we have recommended. There would be great difficulty 
in finding in the near future enough suitable training posts in general practice 
and in hospitals to enable all prospective entrants to general practice to receive 
the kind of training envisaged. Manpower in general practice would of course 
be affected for a time by the introduction of a compulsory period of profes- 
sional training lasting a number of years, but already about two-thirds of 
the doctors who become general practitioner Principals are over thirty years 
old* when they do so; since about the same proportion of doctors complete 
their pre-registration year by the age of 26, we think that already most of the 
doctors who become Principals have had since registration some experience 
either in junior hospital posts or as assistants in general practice* Neverthe- 
less the introduction of a substantial training period for all would reduce the 
number of admissions as Principals to general practice until the first cycle of 
training was completed. We cannot easily estimate the extent of this temporary 
reduction, because we do not know how many would enter general practice if 
present arrangements remained unchanged; we have no doubt, however, that 
without a comprehensive scheme of professional training there would also 
be a fall in the number of doctors aspiring to become Principals in general 
practice, and there would be no compensating rise in standards of medicine 
and morale, or any prospect of making good the deficit as time went by, W© 
therefore recommend that the general professional training required for 
prospective general practitioners after the intern year should, like that for 
other specialties, be of three years 9 duration and that two years 9 further pro- 
fessional training and experience should be required before vocational 
registration in this field. We believe that the introduction of a training scheme 
for general practice on the lines we have proposed would greatly enhance the 
attractiveness of general practice as a' career, and would increase the propor- 
tion of young medical graduates who decided to seek a career in this field. 

PSYCHIATRY 

124, In 1944 the Goodenough Committee deplored the low standard of 

* Annual Report of the Ministry of Health for the Year 1966, Cmnd, 3326, Table 7* 
p. 83. 1967. 
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existing diplomas in psychological medicine. * The Committee advocated a 
much more thorough preparation for future specialists in psychiatry and, 
while accepting that training would necessarily go on in a number of centres, 
recommended that it should be given ai a much higher standard of thorough- 
ness in two national teaching centres. This recommendation has been only 
partly implemented. In 1968 the picture of psychiatric training, although not 
as black as at the time of the Goodenough Report, still leaves a great deal to 
be desired. The two biggest changes have been the development of the teach- 
ing programme of the University of London Institute of Psychiatry at the 
Maudsley Hospital and the creation of small academic departments of 
psychiatry in all the British provincial and in some of the London medical 
schools. 

125, In 1964-65 the Institute of Psychiatry was giving instruction to 174 
psychiatrists in training, some of whom were preparing for the examination 
for the University of London Diploma in Psychological Medicine (now re- 
placed by the M.PhiL degree); many of the remainder were preparing for the 
examination for the Diploma in Psychological Medicine offered by the Con- 
joint Board, Outside London, postgraduate teaching has been organised in 
a number of university departments, several of which have their own examina- 
tion for the Diploma in Psychological Medicine, Other university departments 
collaborate with the mental hospitals of their respective regional hospital 
boards to provide some instruction in psychiatry for Registrars who are pre- 
paring to sit the examination for the Conjoint Board’s Diploma. The number 
of students who take university diplomas in this subject elsewhere than in 
London is extremely small, amounting only to twos and threes in each centre 
except at Edinburgh, where there is now a two-year course with about fifteen 
students in each year. The standard requirement for the Diploma in Psy- 
chological Medicine is now two years’ experience in recognised psychiatric 
hospitals, together with a stipulated amount of experience in general medicine 
and neurology. This still falls well short, both in duration and content, of the 
minimum experience judged appropriate for the training of psychiatrists by a 
World Health Organisation Expert Committee in a recent report on this 
subject, f A recent survey carried out by the Royal Medico-Psychological 
Association revealed that between a quarter and a half of the hospitals 
nominally recognised as suitable to provide training for the Diploma of the 
Conjoint Board had not in fact met the relatively modest requirements for 
such recognition: they fell short in such matters as library provision, regular 
teaching sessions and access to child psychiatry. 

126, During the last twenty years the Institute of Psychiatry has played a 
most important part in training future teachers and research workers and will 
undoubtedly continue to do so. We think, however, that the interests of 
psychiatry would best be served not by the development of more such in- 
stitutes but rather by concentration on developing, in line with the general 
proposals set out elsewhere in this chapter, national and regional programmes 
of specialty training in which university departments of psychiatry, the hospital 
service and the psychiatrists* own professional association will collaborate. 
An important aspect of this line of development (as was emphasised in the 



* Report, pp a 186=1 SB. 

f W.H.O. Special Report Series No. 252, 1963. 
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recent report of a Working Party on Vocational Training for the Psychiatric 
Services*) will be the pressure for an improvement of teaching facilities and 
activities in every psychiatric hospital, and not merely in the established 
teaching centres. The programme can be made effective, however, only by the 
appointment of senior psychiatrists charged with the responsibility of organis- 
ing and participating in more intensive teaching for junior psychiatric staff. 
The departments of psychiatry in the great majority of medical schools are 
at present quite inadequately staffed in relation to their current responsibili- 
tiesf (see para, 263), These departments must take the lead in ensuring a 
high academic standard of instruction for psychiatrists in training; the psy- 
chiatrists’ professional association and the hospital service will be responsible 
for ensuring that the necessary material facilities, such as hospital libraries 
and clinical experience, are made available to all trainees. The Health Depart- 
ments’ recent circulars on professional and study leave for medical and dental 
staff in the hospital service:!; clearly state that junior staff should be permitted 
and encouraged to take time off for approved courses of postgraduate training, 
the fees for which will be paid by their employers. 



127. The Royal Medico-Psychological Association, which aspires to be- 
come a College of Psychiatrists, has appointed a working party to make 
recommendations about a higher qualification which, the Association hopes, 
would be taken by all future candidates for responsible positions in psychiatry. 
We think the traditional pattern of formal teaching for trainee psychiatrists 
should now be reviewed, so as to ensure that they have appropriate super- 
vised clinical experience during the three years’ general professional training 
which we recommend (see paras. 74-86): changes in the scope of psychiatric 
practice compel corresponding changes in the trainees’ experience. We 
understand that the recommendations of the Association’s working party 
could readily be harmonised with our recommendations for general profes- 
sional training, 

128. Contemporary psychiatry is no longer exclusively related to neurology 
and neuro-pathology: emphasis could more appropriately be placed on a 
whole range of physical illnesses (of the respiratory, cardio-vascular, alimen- 
tary, dermatological and genito-urmary, as well as the central and peripheral 
nervous systems) and a more thorough study of learning theory, psycho* 
dynamics and contemporary sociology could be expected than has hitherto 
been the case. Because of changes In psychiatric practice, every psychiatrist 
should be familiar with the pharmacology of psychotropic drugs, with the 
psychotherapeutic management of the common neuroses, psychosomatic 
disorders and personality disorders, and with the conduct of community 
psychiatry. 



129. During their three years 5 general professional training, trainees should 
be permitted to devote two half-days a week to attendance at a formal course 



* Vocational Training in Medicine. Nuffield Provincial Hospitals Trust, 1967. 
f CARSTAIRS, G, M„ et aL Survey of Undergraduate Psychiatry Teaching In the 
United Kingdom, 1966-67. British Journal of Psychiatry (awaiting publication). 

Report of a Working Party on Postgraduate Medical Education within the National 
Health Service in Scotland. Scottish Postgraduate Medical Association, 1967, 
f H.M. (67)27 for England and Wales; 29/67 for Scotland, 
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of instruction, conducted by a university department of psychiatry in col- 
laboration with the regional postgraduate committee and the tutors in the 
regional psychiatric hospitals. It is highly desirable that future psychiatrists 
should have an opportunity to encounter a wide range of everyday general 
morbidity before narrowing their clinical experience to the purely psychiatric 
field. Individuals vary widely, however, in their level of maturity, in the 
experience which they acquire as undergraduates and in the clarity of their 
plans for their ultimate career; consolidation of general medical experience, 
by spending six months or a year in general medicine (either in hospital or in 
general practice), should therefore be regarded as optional. All trainees in 
psychiatry should spend two years in full-time hospital training appointments 
involving in-patient and out-patient treatment of psychiatric patients: at 
least a year should be spent in short- stay care and at least six months in long’ 
stay care. These appointments might be in psychiatric hospitals, in psychiatric 
units in general hospitals or in university professorial units, with the proviso 
that in general only a psychiatric hospital appointment can give experience 
in the care of long-stay patients. Wherever the appointment, it should provide 
opportunities of admitting and managing psychiatric patients under conditions 
of supervision such as to ensure that this aspect of training is a learning 
experience. The trainee should receive instruction in interview technique, 
history-taking, physical and mental examination of the patient, coherent 
presentation of the clinical phenomena elicited, diagnosis, treatment (both 
physical and psychotherapeutic), planning for discharge, rehabilitation and 
job placement, use of social services, consultation with the patient’s general 
practitioner and management of acute psychiatric emergencies. Trainees 
should have at least one yearns part-time experience (at least one session a 
week) of treating out-patients under supervision; they should have part-time 
clinical instruction (at least one session a week), with opportunity to see 
patients but not necessarily to be responsible for their treatment, in neurology 
and neurosurgery (at least six months), child psychiatry (at least six months) 
and mental subnormality (at least three months). The three years 5 training 
should be completed by one or more other psychiatric appointments, lasting 
six months each. Examples of possible general professional training pro- 
grammes in psychiatry, and a list of suitable optional appointments, are 
given in Appendix 5(e). 

130. Although the majority of psychiatrists will continue to be concerned 
with all branches of psychiatric treatment, there will be a continuing need for 
some specialised vocational training in child psychiatry, subnormality and 
psychotherapy. The shortage of psychiatrists with advanced training in these 
fields is so acute that increased provision for training will have to be made. If 
already pressing service needs are to be met during the next twenty years. 
This is particularly true of child psychiatrists, whose contribution to the school 
health service, to the child welfare agencies and to the treatment of juvenile 
delinquents is becoming more widely recognised. Each of these sub-special- 
ties requires a prior training of one or two years in general psychiatry, after 
which the trainee needs another three to four years’ training and experience 
in his chosen sub-specialty. Both child psychiatrists and specialists in sub- 
normality are encouraged to gain some experience in paediatrics ; their special- 
ised training includes instruction in modern educational theory and practice. 
Child psychiatrists are necessarily much involved in dealing with disturbed 
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family relationships and their repercussions on the developing child: per- 
sonality development and the sociology and social pathology of the family 
must take a prominent place in their specialised course of study. Many 
psychiatrists who are particularly well qualified to contribute to this important 
aspect of the training of child psychiatrists have undergone formal training 
in psychoanalysis; more use should be made of their services than has hitherto 
been the case. As part of their practical experience, trainees in each of 1 hese 
sub-specialties should work with the community and educational agencies 
which cater for emotionally disturbed and mentally handicapped children* 

131. The need for more widespread training in forensic psychiatry has been/ 
accentuated by a growing recognition that I much juvenile delinquency and 
adult antisocial behaviour has its roots in disturbances of personality attribut- 
able in turn to adverse early experiences. The Home Office has pointed out 
to us that the courts and the penal system increasingly regard conviction as 
an opportunity to try to modify such antisocial behaviour patterns, and 
require the participation of psychiatrists with experience in this special field. 
Training in forensic psychiatry is essential for the majority of the staff of the 
Prison Medical Service, and some experience of this type of work is a neces- 
sary part of the training of all future Consultant psychiatrists. Students of 
forensic psychiatry require instruction in the sociological and personal cor- 
relates of criminal behaviour, in the law governing criminal responsibility, 
and in the various ways of dealing with offenders in whom a psychiatric 
disorder is suspected or demonstrated. Above all, trainee forensic psychia- 
trists need some first-hand experience in treating criminals. There need not 
ba many who specialise exclusively in forensic work, but there should be at least 
one psychiatrist in each university centre with advanced training in this sub- 
specialty who can provide teaching and carry out research. 

132, Psychotherapy may consist of relatively simple procedures, based on 
eliciting a very full communication of the patient’s anxieties and thpr im- 
mediate occasions; it can also be a highly specialised technique, calling for 
advanced study and a period of practice as an apprentice. This technique, 
which most clearly differentiates psychiatric treatment from that given in 
other branches of medicine, has been comparatively neglected in most British 
medical schools. Every university department of psychiatry should ha one 
or more members of staff capable of giving advanced training in this field. 
Training in psychotherapy can be of value not only to psychiatrists but also 
to those general practitioners and physicians who are able to recognise emo- 
tional disturbances in some of their patients and are moved to include some 
expertise in psychotherapy among their skills. 




COMMUNITY MEDICINE 

133, “ Community medicine is a term currently used with different con- 
notations. In the sense in which we use the term, community medicine is the 
specialty practised by epidemiologists and by administrators of medical 
services— e,g, medical officers of local authorities, central health or other 
government departments, hospital boards or ind uslry — and oy the staffs of 
the corresponding academic departments. It is concerned not with the treats 
ment of individual patients but with the broad questions of health and 
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disease in, for example, particular geographical and occupational sections 
of the community and in the community at large. It embraces many activities 
and interests and includes doctors employed in different spheres,, partly 
because tin* health services have developed In this country under several 
different authorities. It makes use of a variety of techniques and procedures 
which are not necessarily exclusive to it. Nevertheless the functions of all 
doctors working in this field are closely related; there are no intrinsic dif- 
ferences in their requirements for basic training or in the techniques they 
employ. Over the years a variety of names has been used to describe the 
traditional and important responsibilities (or certain facets of them) which we 
include in our concept of community medicine: among familiar terms in use 
are public health, preventive medicine and social medicine; confusion has 
arisen because they are often treated as synonymous. 

134, In community medicine, as we define it above, the doctor has no 
monopoly of responsibility or of contribution: many other people’s skills 
are also required. Indeed in some fields, such as environmental control— 
the pioneering activity which first brought organised community health 
services into being -day-to-day responsibility has largely passed out of 
medical hands. Nevertheless, medical leadership in community medicine is 
as important as ever. Specialist training and practice in this branch of medi- 
cine are therefore essential, 

135, Recruitment of doctors to community medicine is ai present unsatis** 
factory; most young doctors seek careers in clinical medicine. The under- 
graduate medical course directs students 3 interests almost entirely to the care 
of individual patients, but the inclusion of more teaching in the behavioural 
sciences and in community medicine itself (see Chapter 4) may improve the 
situation. Relatively few doctors will be needed each year for postgraduate 
training in community medicipe but those attracted must be of high quality. 
If this object is to be achieved the interest of young d octors must be aroused, 
a proper system of training must be introduced and trainees should see in 
community medicine prospects clearly as good as those in other specialties, 

136, We think young doctors should not commit themselves to a career in 
community medicine too soon after they have completed their basic medical 
education. Their immediate interest is usually the acquisition of clinical 
experience; the entrant to community medicine should be well versed in 
clinical medicine, have had opportunities to see something of the social 
factors in disease in both hospital and general practice and be sufficiently 
mature to make a wise choice of specialty. Some experience of other subjects, 
such as psychiatry and paediatrics, would also be useful, 

137, The main elements in the professional education and training of the 
specialist in community medicine are already well recognised. Epidemiology, 
statistics, medical sociology, operational research and the organisation of 
medical care and administration (or management) are the core subjects: their 
assimilation requires academic instruction and preferably, even for doctors 
who expect to spend most of their working lives in professional practice, 
opportunity for some research experience. These academic elements should, 
along with planned experience in training posts, provide insight into the 
medical problems of the community and the health services as a whole. 
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although they may be weighted in one or other direction according to the 
probable future field of work of the trainee. The period of experience in 
approved clinical, administrative or academic posts during general profes- 
sional training should, following our general recommendations, be three 
years; examples of suitable appointments are given in Appendix 5(f), During 
this period the trainee should become broadly familiar with the administrative 
workings and community objectives of the different parts of the health 
service, 

138. In community medicine there is a great need for a professional body 
which can bring together all the interests, academic and service, and which 
has the support and strength to undertake the assessment needed during and 
at the end of general professional training. Until such a body is established 
the functions of assessment and supervision of training will have to be the 
responsibility of the universities which have departments of community 
medicine, 

139. If vocational registration is introduced, as we recommend in para- 
graphs 155-162, for all clinical specialties (including general practice) we 
suggest that the arrangements should cover also doctors engaged in community 
medicine. In our view a doctor should have two years of fuither tiamlng and 
experience in community medicine, after general professional training, before 
vocational registration in this field. The main purpose of this further training 
would be to give the trainee the necessary analytical and investigative skills to 
enable him to perform his tasks of medical care evaluation, planning and 
organisation. During this period he should have an opportunity to participate 
in current studies of medical care, and this is probably the best time also for 
him to pursue the appropriate academic courses, e,g. that for the Diploma in 
Public Health, or other similar experience. 

140. At present, almost all formal postgraduate courses in community 
medicine lead to the Diploma in Public Health. This qualification is regis- 
trable by the General Medical Council and, by statute, only doctors holding it 
may be appointed Medical Officers of Health. The Council effectively deter- 
mines the content of the Diploma syllabus and has recently published new 
recommendations as to courses of study and examinations. These recommen- 
dations meet present-day needs admirably and aim to make the Diploma 
course a valuable experience not only for local government medical officers 
but for any doctor in community medicine. 

141. There have been good reasons hitherto for insisting on the inclusion 
of an academic year of full-time study, or its equivalent, in the training 
required for community medicine; these reasons may not disappear even when 
undergraduate medical education provides a better grounding in the subject. 
In the future, however, it may be possible to arrange a training scheme for 
community medicine with interrupted periods of full-time academic study, 
on lines analogous to the training we have recommended for clinical special- 
ties. Meantime, there is urgent need for the employing authorities to accept 
responsibility for the remuneration of trainees and to seek suitable advice in 
the development of full programmes of training. 

142. Doctors who wish to specialise in occupational medicine should have 
a full course of training for community medicine. Occupational medicine 

68 



Postgraduate Education and Training 

would be an elective subject in the academic course and the planned experience 
would be appropriately adapted. In addition, better postgraduate training 
facilities should be available for the large number of general practitioners 
engaged in part-time occupational health posts. Under present conditions 
most of these practitioners have no formal training in occupational medicine; 
suitable courses should therefore be organised not only by academic depart- 
ments of occupational medicine but also by departments of community 
medicine which have teachers with appropriate special qualifications and 
experience. These courses, designed both for training and for refresher 
purposes, could be short intensive ones or on the day-release principle. 
There would be great advantage in a longer and more adequate whole-time 
course of instruction, with suitable practical experience, for general practi- 
tioners who could be released from practice for a sufficient period. 

143, Most of the university departments of community medicine with full- 
time staff have been established since the Report of the Goodenough Com- 
mittee. The staff of these departments must of course be primarily interested 
in their own discipline. Nevertheless, links with clinical medicine might be 
strengthened by some joint appointments. A rising number of clinicians are 
interested in the epidemiology of one or other disease problem with which 
they are concerned. Opportunities should therefore be created for interested 
young clinicians to get special experience in epidemiological research methods. 
In a multi-professorial department of medicine one of the professors might 
well have a special interest in the community aspects of medicine, 

144, There has been an unfortunate tendency for teachers and research 
workers in community medicine to pursue their interests separately from the 
practitioners of this specialty. Stronger links between teaching and practice 
should be developed which emphasise the common ground in the discipline 
rather than the diversity of current administrative arrangements. As we have 
said earlier, we expect a considerable integration in the organisation of health 
services; changes may well take place fairly soon. The reports of the Royal 
Commissions on Local Government and of the Committee on Local Authority 
and Allied Personal Social Services (the Seebohm Committee) are expected 
shortly and the Health Departments have announced that they are reviewing 
the structure of the health service in Great Britain* We have noted with ap- 
proval the recommendation of the Mallaby Committee* that “ the recruit- 
ment and training of medical practitioners for the management of health 
services should be reviewed in the wider context of the recruitment of medical 
practitioners to the administrative staffs of Regional Hospital Boards and to 
the civil service, and this review might include a common system of training 
and interchangeability of staff.” 

LOCAL AUTHORITY CLINICAL SERVICES 

145, The two main clinical services in which doctors are employed by loca 
authorities are Child Health and School Health. The doctors employed in 
them sometimes combine them to make a full-time job, but some spend part 
of their time in other branches of medicine (e.g. general practice); some are 
women whose family responsibilities restrict them to part-time work, 

* Report of the Committee on the Staffing of Local Government, para. 212(b) (iv). 

1967, 



69 



Chapter 3 

146. We have been told by the Department of Education and Science that 
the courses leading to the Diplomas in Child Health or Public Health, on 
which heavy reliance has been placed in the past, are not appropriate to the 
present-day requirements of doctors engaged in the School Health Service and 
that possession of one of these Diplomas is not essential for appointment. 
Doctors who work with educationally subnormal children are required to 
attend full-time courses, lasting a few weeks, which give particular emphasis on 
mental subnormality and learning difficulties. The Society of Medical Officers 
of Health and some universities organise a number of other short courses on 
specific topics or recent developments. 

147. In considering the provision that should be made in the future, we have 
had to ask ourselves whether the local authority clinical services are likely to 
continue in their present form. They began because a need was not being 
satisfactorily met, and although circumstances have changed since their 
inception we are not convinced that they can yet universally be provided in 
some other way. We find difficulty, however, in seeing how these services can 
provide a doctor with an entirely satisfying career; the present situation in 
which many school doctors see no ill children, and many general practitioners 
see fewer well children than they should, is basically unsatisfactory. 

148. Personal health services, while they continue to be provided by 
doctors employed by local authorities, will continue to offer opportunities for 
employment of married women doctors which are, at present, not generally 
available in other fields of medicine. Doctors engaged in these services should 
have the opportunity for the specialised training they need in their chosen 
field of practice, e.g. maternity, infant welfare or school health services, and 
on a part-time basis if necessary. We think, like the Sheldon Committee * 
that these personal health services will in the future be provided increasingly 
by general practitioners; the health centres of the future will, in our view, 
include practitioners with a particular interest in the health of the local com- 
munity at large. Before this becomes possible many general practitioners will 
need training in certain specialised techniques and we recommend that the 
six-month training course outlined in the following paragraph should be an 
optional part of the general professional training for general practice. 

149. The Society of Medical Officers of Health, in conjunction with the 
London School of Hygiene and Tropical Medicine, has since 1964 promoted 
six-week courses in child development designed primarily for doctors already 
experienced in child health work. We think that an expanded course on these 
lines, with contributions from teachers who represent a wide range of disci- 
plines and can deal with principles and practice, should be part of the training 
of all doctors who intend to enter the Child Health and School Health Services. 
We expect that such courses, which should be combined with practical ex- 
perience in the field, would last six months. They should be available in 
various parts of the country and there should be the possibility of part-time 
attendance over a longer period. When their contents are being planned, 
attention should be paid to the subjects listed recently by the Sheldon Com- 
mittee as essential to the work of any doctor in a Child Welfare Centre. 



* Child Welfare Centres. Report of a Sub-Committee of the Standing Medical Advisory 
Committee of the Central Health Services Council. H.M.S.O., 1967. 
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PATHOLOGY 

150, We attach great importance to the proper training of future specialists 
in laboratory medicine, which is contributing extensively to new developments 
in clinical practice. We have mentioned in paragraph 74 that pathology plays 
an important part in training for other specialties; the converse is also true 
and we suggest that prospective specialists in pathology should spend the first 
year of their general professional training in general hospital clinical work. 
The second and third years would then be spent in approved laboratories, 
gaining experience in at least two of the major branches of pathology; an op- 
portunity to take part in research should be available. An example of a pro- 
gramme of general professional training suitable for prospective pathologists 
is given in Appendix 5(g), The College of Pathologists recently adopted a 
pattern of training which fits well with our plan for general professional 
training. An extract from the College’s evidence is reproduced in Appendix 7, 

ANAESTHETICS 

151. In Appendix 5(h) examples are given of appointments which we think 
would be suitable for general professional training in anaesthetics. The 
trainee in this field should be required to attend for not less than two half- 
days a week, lectures, tutorials and demonstrations dealing with the scientific 
basis of his specialty: posts should therefore be approved for training in 
anaesthetics only in centres large enough to provide advanced academic teach- 
ing, In addition he should be required to participate in the care of surgical 
patients immediately before and after surgery. Senior anaesthetic staff 
must be allocated sufficient ‘"out-of-theatre” sessions to contribute to the 
teaching programme and to participate in pre- and post-operative manage- 
ment, Because properly staffed and equipped departments of anaesthetics 
are scarce in many countries, great care is necessary in the selection of suitable 
centres abroad for the secondment of trainees. 



RADIOLOGY AND RADIOTHERAPY 

152, Both diagnostic radiology and radiotherapy need as wide a background 
of clinical experience as possible; all doctors wishing to enter these fields 
should, after the intern year, spend a further period of one year gaining 
general clinical experience, 

153, Those proposing to enter diagnostic radiology must, during general 
professional training, study physics as applied to radiology and photography 
and gain a detailed but somewhat specialised kno wedge of anatomy; they 
have a special need for a sound knowledge of morbid anatomy (further studies 
of anatomy and morbid anatomy should be undertaken during the period of 
further professional training). Some study of nuclear medicine in respect of 
scanning techniques is advisable. Appendix 5(1) gives an example of a suitable 
programme of general professional training in diagnostic radiology, including 
a list of subjects in which elective appointments should be available. Some 
trainees should be permitted to spend some time in research during general 
professional training but usually this would be better left until the period of 
further professional training, 

154, In radiotherapy a thorough understanding of physics as applied to 
radiotherapy is necessary. This subject should be studied in conjunction with 
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an appointment in radiotherapy in the period of general professional training; 
it will continue to be applied throughout further professional training. 
Radiobiology and the therapeutic aspects of nuclear medicine are also impor- 
tant and the radiotherapist should have some training in diagnostic radiology. 
Morbid anatomy and haematology are fundamentally important in radio- 
therapy and there is a wide range of subjects in which elective appointments 
would be of value; they are listed in the example of a suitable training pro- 
gramme which is given in Appendix 5(i). 



VOCATIONAL REGISTRATION 

155. No qualifications are required by law for the practice of medicine in 
this country. The nominal purpose of the statutory Medical Register, kept 
by the General Medical Council, is to enable patients to distinguish between 
“ qualified ” and ,s unqualified ” practitioners, and we have seen no evidence 
to suggest that any fundamental change in this appxoach is likely to be de- 
maided in the foreseeable future. For all practical purposes, however, 
registration is a necessary condition for medical practice and is thus the pri- 
mary aiming-point of medical education. Admission to the Register requires 
no more than the medical degree of a university, or the diploma of certain 
professional bodies, followed by a year’s experience in an approved hospital 
or approved health centre; but for many years registration alone has not 
been generally regarded in the profession as sufficient qualification for the 
exercise of independent clinical judgment. 

156. Hitherto higher standards could not easily be demanded in general 
practice, which suffers not only from the paucity, common also to other 
branches of medicine, of systematic provision for postgraduate professional 
training but also from a shortage of suitable candidates and the fact that the 
method of appointing general practitioners in the National Health Service 
does not encourage the application of standards other than those accepted by 
the candidate’s prospective partners. Nothing which we propose is intended 
to deny general practitioners the right to choose for themselves those who 
may be their close colleagues for many years. Our proposals would, however, 
ensure that the choice was made from adequately qualified candidates. 

157. If our proposals for general professional training are accepted they 
will carry the graduate doctor close to the point where he is competent to 
exercise a substantial measure of independent clinical judgment in his chosen 
field In the traditional hospital-based specialties, this involves rationalising 
and systematising the provision of experience and instruction already accepted 
as necessary. In other fields, particularly in general practice, it involves the 
establishment of new training requirements. In all fields, however, the aim is 
essentially the same and a definite objective is required. We have recom- 
mended (see paras. 93-100) a comprehensive assessment procedure leading 
to the award of a certificate denoting satisfactory completion of general 
professional training, and probably to membership of an appropriate pro- 
fessional body. Some further experience, in conjunction with additional 
training, will probably be needed to allow the aspirant’s clinical judgment to 
develop to the point where he can reasonably be expected to deal competently 
with any clinical situation normally likely to confront him. 
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158. Possession of a certificate and evidence of appropriate subsequent 
experience will not in themselves* however* be a sufficient guarantee to the 
public* or to others concerned* of the competence of the doctor. Present 
registration arrangements are a necessary complement to a sound system of 
undergraduate education and initial experience: they provide an authoritative 
endorsement of a doctor’s primary qualification* and an easily accessible 
means of identifying those who have acquired it. The time has now come* in 
our view* for the establishment* on similar lines* of a system of vocational 
registration as the necessary complement to a proper system of professional 
training; we recommend that the General Medical Council should be the 
vocational registration authority. Vocational registration need not introduce 
undue rigidity into training or into appointment procedures. Unusual exper- 
ience, or overseas professional training* should be eligible on its merits for 
consideration by the Council, after consul!: ‘on with the appropriate college 
or other professional body. As with the registration of primary qualifications* 
vocational registration would be informative: it would signify that in the 
opinion of the profession the trainee had had the training and experience that 
would normally be expected to make a doctor sufficiently competent to exer- 
cise a substantial measure of independent clinical judgment in his chosen 



159, Vocational registration should cover general practice and community 
medicine as well as the hospital specialties. Such registration could help to 
ensure that no doctor became a Principal in general practice in the National 
Health Service who had not received adequate training* and would achieve 
this object without either introducing a rigid requirement for one particular 
form of training or* on the other hand* leaving standards to be decided by 
individual executive councils. Vocational registration would also inform the 
public which doctors* whether or not they were in the National Health 
Service* had been recognised as suitable for the full responsibilities of general 
practice. 

160, Vocational registration should therefore cover every doctor with a 
substantial measure of independent clinical or administrative responsibility* 
including general practitioners* hospital specialists and doctors engaged in 
community medicine. Vocational registration would signify a reasonable 
minimum of informed competence in a specified field* and should therefore 
be granted on the basis of general professional training and a specified period 
of further training and experience. The length of the latter period would be 
prescribed separately for each specialty* in consultation with the college or 
other professional body concerned* and would no doubt depend on the 
complexity of the particular specialty* on the type of training and whether it 
had been undertaken full-time; as a general rule the period ought not to be 
less than two years. We are not equating vocational registration with the 
attainment of Consultant status. A hospital doctor in an intensive training 
post (see paras, 105-111) would presumably take vocational registration in 
his stride before he finished his intensive training. The primary criterion of 
Consultant status would remain, as at present* appointment to a Consultant 
post. We suggest that all doctors already holding National Health service 
appointments as hospital Consultants* those Medical Assistants with appro- 
priate training and experience* and also all Principals in general practice* 



field. 
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should automatically be admitted to the appropriate register when vocational 
registration begins. Thereafter, registration should be normally regarded as a 
routine feature of the background of applicants for Consultant and Principal 
posts. 

161. Vocational registration should be based primarily on the main special- 
ties (including general practice) currently recognised in this country. In view 
of the possible entry of the United Kingdom into the Common Market at 
some time in the future, the demarcation of disciplines should be capable of 
being related to the twenty specialties at present recognised in the countries of 
the European Economic Community* (fourteen are recognised in all six of 
these countries), but initially at least there might be no need for so many 
separate categories in the British register. In our view the definition of 
specialties for registration purposes would best be decided by the General 
Medical Council as the registration authority, on the advice of the appropriate 
professional bodies, who should also be responsible for advising the Council 
on the length of experience that should be required after general professional 
training as a condition of registration in each specialty. 

162. In proposing a vocational registration procedure of this kind we must 
face the likelihood that some candidates will fail to achieve registration. 
Given a comprehensive and well-administered training scheme there should 
not be many who will not meet the required standard within a reasonable 
period after completion of their general professional training. There will 
inevitably be some doctors, however, who for one reason or another— perhaps 
because the pattern of their family and working life prevents the completion 
of their training or because of other personal difficulties — never achieve voca- 
tional registration; it must be accepted that the standards of the profession 
and the interests of the public require that such doctors should be appointed 
only to posts in which guidance and supervision are available. This condition 
should not be difficult to meet: there will be many such posts in hospitals, 
and if the organisation of general practice changes a;- we have envisaged in 
Chapter 2, there should be no difficulty in providing -ji table posts in this 
field either. There may well be many women doctors with family responsibili- 
ties who find themselves without the opportunity or the inclination to complete 
general professional training, even over an extended period (see para. 82). 
Their ineligibility for vocational registration would not debar them from 
posts as part-time or whole-time Clinical Assistants in hospitals or group 
practices; such posts would probably offer as much responsibility as most 
women in this situation would wish to accept. 




CONTINUING EDUCATION 

163. Because of the speed of advance of medical knowledge and technique 
doctors in all branches of medicine must make unceasing efforts if they are 
to keep abreast of developments. The great changes which have taken place 
in medicine and medical practice during the careers of doctors now retiring may 
well be exceeded by those which will be experienced by doctors now entering 
the Medical Register for the first time, who can reasonably expect to be still 



* HENDRY, N. O, C.„ Lancet, 1967, ii, 299. 
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engaged in medicine in the twenty-first century. All doctors, in whatever 
branch of medicine, must have the opportunity and the time for continuing 
education in order to keep up to date in their own field and to remain reason- 
ably well acquainted with developments in others, 

164. The Health Departments have recently issued circulars on professional 
and study leave for medical staff in the hospital service,* and on postgraduate 
education. f One of the responsibilities of the regional postgraduate com- 
mittees which we propose (see paras. 186—194) will be to ensure that there are 
adequate facilities in their areas for continuing education, not only for hospital 
doctors and general practitioners but also for those in medical administration, 
in local authority clinical services and in all other branches of medicine. We 
welcome the scheme also recently announced by the Health Departments to 
enable National Health Service Consultants who have not had the opportunity 
for systematic revision of the theoretical basis of their practice, or who wish 
to extend their knowledge, to take study leave to attend appropriate courses.^ 
We should like to see more generous provision of Medical Research Council 
clinical research training fellowships, particularly to cover sabbatical periods 
spent in Britain, to enable clinical investigators to learn new techniques and 
improve their knowledge of the relevant sciences. 

165. Some witnesses have suggested to us that continuing education should 
be made compulsory for all doctors in the National Health Service. Even if 
we thought such compulsion desirable in principle (and we do not) we could 
not define criteria which covered all forms of continuing education; to 
specify only some would be unsatisfactory. Every doctor should be free to 
choose those forms which best meet his own needs and suit his own circum- 
stances, Compulsory continuing education would not, in our view, create 
the receptive spirit which is necessary if training is to be effective, especially 
at later ages; more positive measures are needed to create a climate in which 
doctors have a desire for continuing education. Undergraduate education and 
postgraduate professional training arrangements have a big part to play in 
this: they should inculcate in the doctor a pride in the job for which he has 
been trained and a realization that advancing maturity in no way reduces the 
appropriateness and helpfulness of systematic learning. Without such 
attitudes the right climate for continuing education will not exist. Although 
monetary incentives may sometimes be helpful in encouraging continuing 
education, we think that the interest of doctors themselves in keeping up to 
date would usually be sufficient: on the other hand, no doctor should suffer 
financial loss in making reasonable efforts to do so. 

166. The Health Departments’ arrangements for refresher courses for 
general practitioners have been very successful. The financial help that has 
been provided has been particularly important and the setting up of a Post- 
graduate Education Fund has. substantially increased the number of doctors 
who attend ; we hope that efforts towards further improvements in this kind 
of training will continue. Organised continuing education should not be 
restricted to formal courses, however. There should be more opportunities 
for a doctor to take part in up-to-date work in his own and other specialties, 

♦ H.M. (67)27 for England and Wales; S.H.M. 29/67 for Scotland, 
t Ministry of Health Circular H.M. (67)33. 
t Brit , med. J. Supply 1961, 4, 62, 
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and more functional contacts between doctors in different branches of 
medicine; these contacts, apart from their educational value, would help to 
unify medical services in the district. We recommend that general practitioners 
in particular should have increased opportunities for part-time hospital ap- 
pointments, or short-term clinical attachments to supplement their normal 
experience. Domiciliary visits by Consultants can provide good incidental 
training for general practitioners. Unfortunately the Consultant is increas- 
ingly often not accompanied by the general practitioner because a mutually 
convenient time cannot be found; greater efforts should be made by both to 
gain the advantages of a joint visit and discussion. General practitioners often 
need information about the services the loca! authority can provide, and 
instruction in how best to make use of laboratory facilities available to them. 
Hospital doctors and general practitioners should have a simple introduction 
to management and operational research, which are now generally recognised 
as relevant to good clinical organisation and effective use of clinical resources. 

167. Continuing education in pharmacology and therapeutics is particu- 
larly desirable for all doctors, both in the hospital service and in general 
practice. New drugs are constantly becoming available; doctors should be 
helped both to understand their effects and uses and to acquire a discriminat- 
ing and critical attitude to the claims of their makers. In view of the difficul- 
ties many medical schools have had in the past in providing adequate under- 
graduate teaching and clinical experience in psychiatry, there is a special 
need for continuing education in psychiatry for doctors in many branches of 
medicine. This can be offered either in short intensive courses or, preferably, 
in longer-term series of group discussions— held perhaps on one half-day a 
week over several months— in which general practitioners, hospital physicians, 
public health doctors and others can participate with a psychiatrist. Such 
discussions can often best be centred on patients whom they or the psychiatrist 
himself are currently treating. 

168. Postgraduate medical centres, many of which have been established 
in recent years, have a big part to play in continuing education. We think 
there should be such centres in most district hospitals, providing a base for 
an Area Organiser and/or Clinical Tutor (see para. 194), one of whose tasks 
would be to see that there was a lively programme of meetings and other 
group activities which would generally be based on the centre. Postgraduate 
medical centres also provide a setting where informal contacts between doctors 
in different branches of medicine can regularly be made. The postgraduate 
medical centre has so far proved to be the best location for an up-to-date 
medical library, which should be freely available for all doctors in the area.* 
Greater use should be made of sound and television programmes and tape 
libraries. 

169. Our attention has been drawn to a planf which the American Medical 
Association has been considering, with other professional bodies, for the 
continuing education of practising physicians in the United States. The 
aim of the plan is to make available expert medical knowledge on clinical 

* On the State of the Public Health. The Annual Report of The Chief Medical Officer of 
the Ministry of Health for the year 1965, p. 202. H.M.S.O., 1966. 

Report of the Committee on Libraries to the University Grants Committee, para. ISO. 
EM.S.O,, 1967. 

f STOREY, P. B., The A.M.A. National Plan for Continuing Education (unpublished 
paper). 
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topics in respect of which current practice is particularly open to improve- 
ment: the individual doctor assesses his present practice and clinical needs; 
in the light of an authoritative review of the medical knowledge available, the 
appropriate instructional material is then made available to him for study in 
his own time. The ideas behind this scheme are well worth examining. A 
systematic approach of this kind to continuing education might with advantage 
be adopted regionally or locally. 

170. Special educational arrangements should be made, probably on a 
local, part-time basis and when necessary on a personal basis, for married 
women doctors who wish to return to medical practice when family responsi- 
bilities have lessened (see para. 82). These arrangements should be the 
responsibility of the regional postgraduate committee, which should be able 
to arrange suitable training attachments in addition to any special courses 
required; the committee should be able to take advantage of many of the 
normal continuing education activities in its area. 

POSTGRADUATE DIPLOMAS 

17L In addition to higher university degrees and the higher qualifications 
of the professional colleges, a variety of postgraduate diplomas in medicine 
is offered by British universities and professional bodies (particularly the 
Conjoint Board of the Royal College of Physicians and the Royal College 
of Surgeons of England). Only the Diploma in Public Health is registrable 
under the Medical Acts. 

172. Over twenty years ago the Goodenough Committee* thought that 
there were too many postgraduate diplomas in this country; to-day there are 
even more. Witnesses have suggested to us that preparation for diploma 
examinations tends to divert young graduates from more useful and produc- 
tive work. On the other hand the diplomas have doubtless been useful in 
providing a target and a recognised standard of accomplishment for those 
who have an interest in a subject but who have not the need, the wish, or 
perhaps the ability to pursue it to a higher level. 

173. We cannot see any clear place for most of these diplomas in the im- 
proved scheme of postgraduate education and training that we have proposed 
for British graduates. The most valuable parts of the courses leading to the 
diplomas will no doubt be incorporated in the professional training program- 
mes of the specialties concerned, but we doubt whether the diplomas them- 
selves need remain. Their retention might perhaps be advocated on the 
ground that it would facilitate the introduction into general professional 
training of a two-tier structure which catered specifically for those who were 
unable or disinclined to reach the level expected for satisfactory completion. 
But if preparation for such diplomas were incorporated into the general 
professional training arrangements, so that for example the Diploma in Child 
Health were seen as the normal finishing point of an appointment in paedia- 
trics, the additional examinations required would change entirely the climate 
of the programme: they would inevitably come to dominate the whole training 
experience and would largely vitiate our concept of a broad assessment of the 
trainee’s performance as a whole. 



* Report, p. 231. 
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174* We share the view of the Goodenough Committee* that specialist 
diplomas can give rise to misconceptions of the standard of training which 
their holders have undergone; in particular, the status of the diplomas may be 
misunderstood abroad* There might be some point in retaining such diplo- 
mas as a means of allowing a doctor to acquire at a later stage a specific 
qualification in a field other than that to which his general professional train- 
ing had been directed, without going to the length of taking the supplementary 
training necessary to qualify him for formal recognition as a specialist in the 
second field. We think that many doctors will wish to be doubly qualified, 
and we hope especially that many general practitioners will be qualified both 
in general practice and in a hospital specialty, so that they can hold part-time 
Specialist appointments in hospitals. We doubt, however, whether a separate 
apparatus of examinations and diplomas is needed for this purpose: additional 
training could be recognised by an appropriate endorsement of the general 
professional training certificate, after an assessment on less formal lines than 
those of the traditional diploma examination. 



ADMINISTRATIVE ORGANISATION 

175. One important reason why postgraduate medical education and train- 
ing in this country has been so inadequate in former years is that it involves 
activities and responsibilities which, for good historical reasons, have been 
assigned to different bodies. The resulting situation has been described to us 
as chaotic, and until recently no serious attempt at co-ordination has been 
made. We hope that what we have said already has made clear that the 
interests of all concerned — the National Health Service, the professional 
bodies and the universities — lie in cooperating in a comprehensive scheme 
of postgraduate training along the lines we have proposed. We shall now 
discuss the machinery needed centrally, regionally and locally for planning 
such a scheme and putting it into effective operation. 

CENTRAL ORGANISATION 

176. A central body is needed to exercise general oversight of postgraduate 
medical education and training in Great Britain* Its functions would be to 
ensure that: 

(a) there was a comprehensive scheme for postgraduate professional train- 
ing for all the specialties, including general practice and community 
medicine, on the lines we have proposed; 

(b) sufficient approved training posts were available; 

(c) effective professional training schemes existed in each region ; 

(d) effective arrangements existed for the assessment of general profes- 
sional training; 

(e) continuing education was being effectively organised both nationally 
and regionally; 

(f) proper arrangements existed for overseas doctors who came to Britain 
for professional training; 
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78 



Postgraduate Education and Training 



(g) ideas were exchanged between different parts of the country, and that 
Britain kept abreast of developments in postgraduate education 
elsewhere* 

177. In our view these functions could be carried out effectively only by a 
body representing the universities, the National Health Service authorities 
and the professional colleges Of similar organisations* There would, of course, 
be some aspects of the organisation’s work which would be the primary 
concern of only one or two of the three interests represented, or even of a 
particular professional body, but major policy decisions would have to 
reflect the views of all three of the main interests concerned if such decisions 
were to be effective* In particular, the views of the National Health Service 
authorities would have to be taken into account by the central organisation 
in the course of its own deliberations if it were to avoid the risk of becoming 
merely a discussion group with no means of ensuring that proper attention 
was paid to its recommendations* We do not think that the University Grants 
Committee need be represented on this central organisation; the appoint- 
ment of an observer from the Department of Education and Science should 
suffice to ensure that the Department was consulted on any financial implica- 
tions for the universities* 

178* We therefore recommend that there should be a central body, to be 
known as the 44 Central Council for Postgraduate Medical Education and 
Training in Great Britain/' for the general oversight of postgraduate medical 
education and training in Britain* The Central Council, which should not be 
large, should be composed of representatives of the universities, of the main 
branches of the National Health Service and of the appropriate professional 
colleges or similar bodies in the main fields of medical practice, and should 
have an independent chairman, perhaps appointed by a Minister after con- 
sultation with the Central Council* 

179, The Central Council, through a regional and local organisation (see 
paras* 186-194), would be responsible for supervising the operation of the 
arrangements for postgraduate education and training which we have pro- 
posed* The universities would be responsible for ensuring that medical 
graduates in their intern year satisfactorily completed their basic medical 
education; and, in the professional training stage, for providing teaching 
skills, facilities and— perhaps most important— a critical appraisal of stan- 
dards which was independent both of professional practice and of National 
Health Service requirements. The universities would of course also be re- 
sponsible for postgraduate medical students undertaking research and pre- 
paring for higher medical degrees* The professional bodies would be re- 
sponsible in their own specialties for formulating systematic programmes of 
professional training, for inspecting training posts and for arranging formal 
examinations. The National Health Service would have to provide most of 
the professional training posts, many of the trainers and most of the money 
required, 

180. The first duty of the Central Council would be to ensure that a com- 
prehensive scheme was introduced for postgraduate training in each specialty, 
including general practice and community medicine, on the lines that we have 
proposed, and that the scheme was administered in an enlightened manner* 

79 




Chapter 3 

The Central Council would need to see that in each specialty the appropriate 
professional body devised a flexible programme of professional training 
which met the broad requirements for vocational registration and which had 
as much as possible in common with the training programmes of other spec- 
ialties. 

181. The Central Council should, with the advice of the professional bodies, 
lay down criteria for the approval of professional training posts and ensure 
that the National Health Service provided enough such posts both to meet 
future requirements for trained staff in Britain, as far as could be foreseen, 
and to give training to a reasonable number of postgraduate students from 
overseas (see Chapter 11), The Central Council should ensure that the 
National Health Service and the universities together provided enough 
teachers and teaching facilities throughout the country to make the training 
programmes practicable. Where in any region there were obvious deficiencies 
the Central Council should take the initiative to ensure that the situation was 
remedied. The Central Council would also Peed to keep a general oversight 
*ef the matching programme for general professional training (see para. 193), 
to make arrangements for any necessary liaison between regions and special- 
ties and, where necessary, to stimulate regional interest in postgraduate 
education and training. 

182. The Central Council would have the responsibility of making effective 

arrangements for monitoring trainees 5 progress during general professional 
training and for the periodic and final assessment of trainees 5 performance. 
Within the framework of the Central Council and the corresponding regional 
organisations (see paras, 186-194), the professional bodies would be re- 
sponsible for particular arrangements in their own fields. If, regrettably, any 
specialty were not represented by a suitable professional body the Central 
Council should be expected to make the necessary arrangements needed in 
that specialty. ^ 

183. The Central Council would be expected to keep abreast of develop- 
ments in postgraduate education and training throughout the country and 
abroad. The Central Council's secretariat should be strong but not large; 
its activities should be confined to the main responsibilities of the Central 
Council, and detailed administration should be undertaken elsewhere. 

A COMMITTEE FOR SCOTLAND 

184. Postgraduate education throughout Britain should follow a single 
general pattern and be closely co-ordinated. If an autonomous central 
organisation in this field were to be set up in Scotland there might be difficul- 
ties in achieving these aims, and separate secretariats for Scotland and for 
England and Wales would be much weaker than a single combined office. 
We recommend that Scottish interests be represented on the Central Council; 
nevertheless there would be advantages in arranging, within the framework 
of the arrangements for Britain as a whole, the maximum delegation of 
Scottish affairs to a Scottish committee. A separate government department 
is responsible for the health services in Scotland, and although some of the 
traditional differences between Scotland and England will be reduced or re- 
moved by our recommendations elsewhere in this Report important dif- 
ferences relevant to medical education will no doubt remain. Furthermore 
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the establishment of a Scottish Committee should permit the Central Council 
for Great Britain to be reasonably small* because not all the Scottish bodies 
would then need to be directly represented on it. The Scottish Committee for 
Postgraduate Medical Education and Training would essentially be an organ 
of the Central Council* concerning itself with the application to Scotland of 
the Central Council’s general policy and with any purely Scottish matters. 
It would act as the co-ordinating body for the regional postgraduate com- 
mittees in Scotland. The Scottish Committee should comprise representatives 
of the Scottish universities, Scottish Health Service authorities (including the 
Scottish Home and Health Department) and the Scottish professional col- 
leges; such a body could evolve from the existing Scottish Postgraduate 
Medical Association which* though founded as recently as 1961, has already 
made a useful contribution to postgraduate medical education and training 
in Scotland although it has lacked the advantage of clear objectives, 

ROLE OF THE GENERAL MEDICAL COUNCIL 

185. We have already indicated that in our view the General Medical 
Council should assume a function in postgraduate education and training 
similar in principle to that which it now efficiently discharges in the under- 
graduate sphere. The Council should specify in broad terms, and constantly 
keep under review, the professional training, experience and qualifications 
necessary to achieve recognised competence to exercise independent clinical 
judgment in a specialty, and should keep the register of those who have been 
judged to have reached the required standard. The Council would not ap- 
propriately concern itself with the routine assessment of individuals or with 
the detailed structure of programmes of postgraduate training in particular 
fields. Although it would have power to investigate the provision made for 
training which led to vocational registration in any field of medicine, the 
General Medical Council would no doubt use these powers with great re- 
serve, The Council has in the past always shown itself willing to be guided by 
the licensing bodies in respect of important questions in undergraduate medical 
education; it would likewise, no doubt, pay the fullest attention to the views 
of the appropriate professional bodies in respect of postgraduate medical 
education. We have every reason to expect that the Council would approach 
postgraduate education with the flexibility and broadness of purpose that have 
characterised its approach to undergraduate medical education in the past 
ten years or so. In our view the Council should continue to have the positive 
object of encouraging medical education to develop as well as the more 
negative role of a regulatory body, 

REGIONAL AND LOCAL ORGANISATION 

186. The implementation of our proposed scheme should, we think, include 
the establishment throughout the country of committees responsible for 
seeing that postgraduate medical education and training was efficiently 
carried out in their areas, within the framework of policy laid down by the 
Central Council but with considerable opportunity for local initiative. Each 
committee might in general be responsible for a hospital region, though the 
territory of some of the largest existing regions might with advantage be 
divided between two committees ; if future changes in the organisation of the 
hospital service should result in the alteration of the present regional structure 
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out proposals could, we think, be adapted accordingly without difficulty. In 
many regions there already exist active committees for postgraduate medical 
education that might easily develop into the bodies which we have in mind, 

187, The regional postgraduate committees should be small tripartite 
bodies corresponding to, and organically related to, the central organisa- 
tion. Hospital authorities must obviously be primarily responsible for ar- 
ranging the necessary series of related appointments, with provision for 
study leave and systematic instruction as appropriate, which will be the basis 
of each professional training programme. In a number of fields other National 
Health Service authorities— local executive councils and local health authori- 
ties, for example— will play some part. The local university must participate 
in the provision of teachin j and of the facilities needed for it, 

188. Much of the inspiration and guiding spirit in the regional postgraduate 
committees should, in our view, come from the professional bodies. They 
must be adequately organised and represented throughout the country, so 
as to ensure that training posts are appropriate and sufficient in number, 
that high professional standards are maintained and that trainees have access 
to independent professional advice throughout their training. Some of the 
professional bodies have made great strides in this direction already. The 
Royal College of Surgeons, in particular, has taken the lead in appointing 
surgical tutors for postgraduate training in each of the hospital regions; if 
each of the professional bodies were to provide a network of appointments of 
this kind together with a strong regional organisation we would see no diffi- 
culty in ensuring effective implementation of a good training scheme through- 
out the country. We hope that the professional bodies will extend and con- 
solidate their educational interests in this way, and that time spent by their 
representatives as tutors or assessors, or in other educational work, will be 
taken into account in their contracts with the National Health Service, 

189, An important function of a regional postgraduate committee would be 
to provide a careers advisory service for all doctors of whatever branch or 
grade, whether in the National Health Service or not. Each committee would 
also be responsible for seeing that in its area there were proper professional 
training programmes in each specialty (including general practice and com- 
munity medicine), that schemes for systematic rotation of appointments were 
available and that applicants were effectively matched to training appoint- 
ments. The committee would need to see that the number of posts available 
ic general professional training, and the number of intensive training posts 
for Hospital Specialists, was in accord with the allocations for the region, 
and that these posts were not dominated by service needs; the committee 
would be responsible for ensuring that all training posts were frequently 
inspected. 

190. The regional committee should frequently review the progress of 
doctors in professional training in its area; the committee ought at regular 
intervals to receive statistical information about the performance of Registrars 
in its area in the assessment procedure. The committee would be responsible 
for seeing that regular reports were provided by the supervisors of Registrars 
and for monitoring the progress of the latter up to the point where a com- 
prehensive review of their performance could be considered by the Central 
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Council (see para, 182), Formal examinations would probably have to be 
set nationally by the appropriate professional bodies but might with advantage 
be administered at regional centres, by arrangement with the committees, 

191, The regional committees would be responsible for seeing that Junior 
Specialists* whether or not in intensive training posts* received appropriate 
professional training; these committees would therefore assimilate the 
functions of the Joint Advisory Committees on Senior Registrar appointments* 
which have proved so successful in many parts of the country. We do not 
think that Junior Specialists will need such close supervision as doctors in 
general professional training* but advice should be available to them when 
it is needed. 

192, The other responsibilities of the regional committees would include 
those of seeing that Assistant Principals in general practice receive appropriate 
professional training (see para, 121) and advice* of ensuring that adequate 
facilities for continuing education exist for all doctors in the area in every 
branch of medicine (see paras. 163-170)* and of facilitating and where neces- 
sary encouraging the provision of training facilities at local level, particularly 
in postgraduate medical centres (see paras. 168 and 194). In particular we 
suggest that the regional committees should ensure that sufficient facilities 
exist in their areas both for doctors in training who wish to engage in whole- 
time research (perhaps leading to higher degrees in science* medicine or 
surgery) and for fully-trained Specialists and Consultants from within and 
without the region* including doctors from overseas* who wish to learn 
special techniques and procedures that may have been developed in the region. 
We have suggested in paragraph 65 that the administrative aspects of the intern 
year should be primarily the responsibility of those universities which have 
undergraduate clinical departments. Considerable cooperation will, how* 
ever* be needed between medical schools, and between them and hospital 
authorities* in arranging for the approval and continuing inspection of posts; 
this function could probably be facilitated by the regional committees, 

193, We expect that the university officer primarily concerned with post- 
graduate medical education would be appointed after consultation with the 
regional committee* and would be not only a member of the regional com- 
mittee but also its chief executive officer. Only a small secretariat should be 
needed by the committee itself. Much of the general work of the committees 
would necessarily fall on university offices, which would need to be reinforced. 
The detailed administrative work arising from the operation of matching a 
prospective trainee with a suitable series of appointments for general profes- 
sional training could probably best be done mainly by the staff of the regional 
hospital board. There might be a residual central liaison function in the 
arrangement of appointments which by choice or necessity were not provided 
for in a single region, 

194, The organisation and administration of professional training will, we 
think* be mainly carried out at national and regional level* but a great deal of 
the supervision of young men and women in training* as well as the organisa- 
tion of more formal aspects of postgraduate education* such as lectures and 
clinical conferences* will require the further development of postgraduate 
medical centres, which are already working so admirably in many parts of 
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the country. The formation of a strong regional organisation need not and 
should not have the effect of stifling local initiative, on which a great deal of 
the success of postgraduate training must depend. We hope that the staff of 
the postgraduate centre, which will often cover the area served by a district 
hospital* will be able to give the regional committee considerable help in ob- 
taining the information and progress reports which the committee will re- 
quire, as well as continuing to play a leading part in providing continuing 
education for doctors in all branches of clinical practice and community 
medicine. Thus we see the regional and local organisations as complementary. 
We have suggested in paragraph 168 that an Area Organiser and/or Clinical 
Tutor will be needed for continuing education. We think he should be appoin- 
ted by the regional committee and that he should have a position of some 
influence in the activities of the local postgraduate medical centre. 

FINANCIAL ASPECTS 

195. We do not propose to discuss in any detail the financial responsibilities 
implied by our proposals for postgraduate medical education. Clearly these 
proposals will involve an increase in expenditure, mainly in respect of staff 
salaries, but also to some extent in capital provision. The division of expendi- 
ture in this field, and particularly the relative shares of the universities and 
the National Health Service, has been in controversy for some time. The 
University Grants Committee has pointed out to us, with the full support of 
the Department of Education and Science, that universities already devote a 
very significant part of their resources to professional medical training* which 
is not part of their primary academic functions, and could not afford to spend 
more on it. We agree with the Committee's attitude. Preparation for higher 
university degrees is a proper object for the expenditure of university funds; 
training of a more professional* rather than academic, character ought to be 
paid for by the National Health Service* as by far the most substantial em- 
ployer of doctors in this country. The National Health Service ought in our 
view to accept responsibility for financing the provision of all medical train- 
ing that is not of a mainly academic kind* and should finance the working 
of the Central Council* the Scottish Committee and the regional postgraduate 
committees. Where the teaching and the facilities for such medical training 
are provided by universities* the cost should be repaid 'by the National 
Health Service, Whether this should be done by way of fees for individuals, 
by a periodical blanket payment on a regional basis* or by a book-keeping 
transaction at central government level, is a matter on which we do not think 
we need make any recommendation. 
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CHAPTER 4 

THE UNDERGRADUATE MEDICAL, COURSE 
PURPOSE AND OBJECTIVES 

196, The basic attraction of medicine for the young student is the opportun- 
ity it offers him of serving humanity in any one of many ways, for example* 
by helping the sick or infirm* in advancing medical science by research or by 
improving the organisation of medical care. The fundamental problem in 
devising any medical course is to provide some means of accommodating 
these different aspirations within a single educational framework. For close 
on a hundred years the undergraduate medical course has consisted essentially 
of a preclinical course devoted to the study of anatomy, physiology and what 
is now called biochemistry, followed by a course of clinical instruction which 
includes, in addition, such paraelinical subjects as pathology and microbiology. 
With the enormous expansion in medical and scientific knowledge during the 
past thirty years or so, demands have inevitably come for the introduction of 
new subjects and the expansion of the old without any increase in the time 
allowed to complete the curriculum. As a result, medical courses have become 
so congested and excessively factual in content that their educational value 
is open to question, 

197, We cannot emphasize too strongly that the undergraduate course in 
medicine should be primarily educational. Its object is to produce not a fully 
qualified doctor, but an educated man who will become fully qualified by 
postgraduate training. This does not mean that we think [the vocational 
aspect of undergraduate medical education should be ignored: the student 
clearly has a professional career in view and his education must be biassed 
in this direction. Our view In this respect corresponds with that expressed 
by the Robbins Committee when discussing higher education in general: 

66 We deceive ourselves if we claim that more than a small fraction of students 
in institutions of higher education would be where they are if there were no 
significance for their future careers in what they hear and read; and it is a mistake 
to suppose that there is anything discreditable in this. Certainly this was not the 
attitude of the past: the ancient universities of Europe were founded to promote 
the training of the clergy, doctors and lawyers; and though at times there may 
have been many who attended for the pursuit of pure knowledge or of pleasure, 
they must surely have been a minority. And it must be recognised that in our 
own times, progress— and particularly the maintenance of a competitive position — 
depends to a much greater extent then ever before on skills demanding special 
training. A good general education, valuable though it may be, is frequently less 
than we need to solve many of our most pressing problems, 

M But, while emphasising that there is no betrayal of values when institutions 
of higher education teach what will be of some practical use, we must postulate 
that what is taught should be taught in such a way as to promote the general 
powers of the mind. The aim should be to produce not mere specialists but rather 
cultivated men and women. And it is the distinguishing characteristic of a healthy 
higher education that, even where I: is concerned with practical techniques, it 
imparts them on a plane of generality that makes possible their application to 
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many problems — to find the one in the many, the general characteristic in the 
collection of particulars. It is this that the world of affairs demands of the world 
of learning. And it is this, and not conformity with traditional categories, that 
furnishes the criterion of what institutions of higher education may properly 
teach. ”* 

198. That the traditional undergraduate medical curriculum is unsatis- 
factory is now widely recognised; most medical schools have recently embarked 
on its modification in a variety of ways. The driving force in some at least 
of these experiments has been a desire to find a method of meeting in one 
course the differing needs and interests of students.t Many of our witnesses 
have expressed deep concern about the problem of educating students for 
such differing careers as general practice, specialist practice in medicine or 
surgery, and psychiatry. Some have even suggested that the only solution is 
to adopt two entirely different training courses with different entry qualifica- 
tions, one heavily scientific and the other, with only a minimum of scientific 
content, aimed at the production of general practitioners. We do not accept 
this view. In other fields, such as engineering or chemistry, education at 
first degree level in different specialised branches (e.g. civil or electrical 
engineering, physical or organic chemistry) differs only in the options taken, 
usually in the latter stages of the course; there is a basic core common to all 
branches. Medical education should, we believe, follow a similar pattern, 
full use being made of alternative options to satisfy the different needs of 
individual students. 

199. In the undergraduate curriculum far too little attention has generally 
been paid hitherto to the study of the behavioural sciences (psychology, 
sociology and related disciplines) and their application to medical care. 
An essential part of a medical student’s education is learning how to treat 
human beings in trouble, to gain their confidence and to understand the psych- 
ological and social background to their physical problems; in his profession 
he will often be called upon to make judgments on evidence which, without 
such understanding, would be inadequate. Much of this the student will 
learn in the course of early clinical practice but his learning will be easier, 
quicker and more successful if he has had a proper introduction to the study 
of individual and social behaviour. A knowledge of the behavioural sciences 
is also, of course, a prerequisite for the study and practice of psychiatry. 

200. We take the view, therefore, that the aim of medical education should 
be to produce, at graduation, a person with two essential qualifications. 
He should have, first, a knowledge of the medical and behavioural sciences 
sufficient for him to understand the scientific basis of his profession and to 
permit him to go forward with medicine as it develops further; and, secondly, 
a general introduction to clinical method and patient care in the main branches 
of medicine and surgery, together with an introduction to social and preventive 
medicine. We hope that he will be taught throughout in such a way as to 
inculcate in him a desire to continue learning not only during the postgraduate 
training which we hope he will undertake (see Chapter 3), but throughout his 
professional life. In the light of these considerations and of the evidence we 
have received we have sought to establish a basis on which an undergraduate 

* Report of the Committee on Higher Education, Cmnd. 2154, paras. 25-2^. 
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medical school cun, with the guidance of the General h^Iedical Council, 
devise an appropriate curriculum. 



STRUCTURE OF THE CURRICULUM 

201. The medical curriculum has traditionally been divided into two more 
or less self-contained stages. The preelinical stage usually lasts five or six 
university terms and is devoted mainly to the teaching of medical sciences 
including particularly anatomy, physiology and biochemistry ; when covering 
six terms, it includes some instruction in paraclinical subjects such as path- 
ology, microbiology and pharmacology. The clinical stage, usually lasting 
about three years, includes instruction in paraclinical subjects, but is mainly 
devoted to teaching the application of the medical sciences to the practice 
of clinical medicine, the teaching is illustrated by, and often based substantially 
upon, experience in the care of patients. The two stages are often thought 
to be too sharply divided and from the student’s viewpoint the division is 
exaggerated by the Second Professional Examination (familiarly known as 
the “ 2nd M.B. ”) in anatomy, physiology and biochemistry, which he must 
pass at the end of the preelinical course. Clinicians argue tnat not enough 
weight is given to clinical aspects of the medical sciences, while teachers of 
the preelinical subjects claim with equal force that their task to give a 
solid grounding in science, leaving its clinical application until i, r. Many 
students allege that the preelinical subjects as taught to them appva to have 
so little relevance to practical medicine that they find the early part oi their 
course discouraging and their interest is aroused only when they - -ach the 
clinical stage. No doubt all of these views have some validity. Elr'orts are 
now being made in many schools, in different ways, to effect a better integra- 
tion of the curriculum. In the initial phase of any medical course the scientific 
basis must be laid for an understanding of structure and function in man 
before intensive clinical work can be undertaken; but unfortunately ■ *s 
has led to a widespread impression that the course consists of two <’ wrote 
parts. The continued use of the terms “ preelinical ” and “ clinical “ serves 
to heighten and perpetuate this impression. We should prefer to see these 
terins no longer applied to subjects and parts of the medical curriculum, we 
think they are bound to lose their significance as the curriculum becomes 
better integrated. Their use is so widespread and well established, however, 
that they are likely to remain for some time; we employ them frequently in 
this Report as a matter of convenience, although we regard the undergraduate 
medical course as a single whole and would prefer it to be described simply as 
made up of education in a variety of clinical and non-clinical subjects, 

202. The relationship between the clinical and non-clinical aspects of the 
undergraduate course, and the extent to which the two aspects should he 
integrated, have been argued at great length in all countries with an advanced 
standard of medical education; the arguments are familiar to those who are 
concerned with the planning of medical courses, and we need not discuss them 
in detail. Most medical students are interested primarily in learning how to 
alleviate human suffering, and in any subject the good teacher constantly 
strives to relate his teaching to the interests of the student; moreover, a 
carefully-planned relationship between instruction in the clinical and non- 
clinical aspects of the course would reduce the unnecessary duplication, and 
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the inconsistencies of emphasis, which have often characterized the traditional 
pattern of Leaching. If, however, the medical sciences were to be taught 
solely or mainly in relation to diseases of human beings students could not, 
in our view, be given a broad foundation of scientific knowledge or a real 
understanding of scientific method and principles; nor could teachers be 
attracted with the interest in scientific research, and in the deeper study of 
their subject, which is essential if the advancement of the medical sciences is to 
continue. We think that as a good working rule the main responsibility for 
the organisation and content of teaching in any preclinical subject should 
rest with a teacher whose main interest and activities lie in the advancement 
of the subject itself, rather than in its application to the practice of medicine. 
We hope, however, that the problem of finding a satisfactory relationship 
between the different aspects of the course will not be exaggerated, for it ia 
becoming to some extent unreal, Preclinical teachers are progressively 
introducing clinical illustrations into their teaching. Clinicians, for their 
part, have in recent years become increasingly interested in the scientific 
aspects of their work and have an invaluable contribution to mak r , not only 
in maintaining the interest of the preclinical student and constantly reminding 
him of the clinical relevance of the medical sciences, but also in keeping other 
teachers in touch with the needs of practical medicine. In any case, an increas= 
ing proportion of medical graduates whose abilities fit them for teaching has 
in recent years been attracted into clinical work; unless the preclinical sciences 
are to be taught almost entirely by non-medical scientists (which would be 
undesirable) an increasing proportion of the teaching in these subjects must 
be done by teachers actively engaged in their clinical application. We discuss 
later (paras. 216, 228 and 233) some possibilities of carrying the process of 
integration further without losing sight of the essential difference of emphasis 
between learning scientific methods and principles and applying them in the 
service of medicine. If this distinction is observed, every encouragement should 
be given to experiments with different forms and degrees of integration, in 
the realisation that no single pattern of teaching is likely to be equally satis- 
factory for all schools, all teachers or indeed all students. 

203, The more diversity there is in the curriculum pattern, and particularly 
in the relationship between the non-clinical and clinical elements, the more 
difficulty students will find in moving from one medical school to another 
during their course. The majority of medical students in this country remain 
at one medical school for the whole of their course. The need for a major 
increase in the output of doctors (see Chapter 6) will require the retention of a 
non-clinical school at St, Andrews and probably, in our view, the provision 
of preclinical courses in some other universities which cannot themselves 
offer facilities for clinical education but can arrange for their students to 
proceed lor this purpose to an established medical school, preferably nearby 
(see paras. 377 and 380), The number of students involved will be relatively 
small, however, especially when Oxford ? s new teaching hospital is built and 
if undergraduate clinical teaching is established at Cambridge (see para, 379); 
the whole structure of undergraduate medical education cannot and ought 
not to remain rigidly divided for the convenience of students who have to 
move during their course. The problems of transferring from one medical 
school to another will be greatly eased if the flexible type of medical curriculum 
we propose later in this chapter is generally adopted, but we think the best 
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solution is for M separate ” preclinieal schools to develop close links with, and 
as far as possible model their courses on, those of the university to which they 
expect most of their graduates will go for their clinical education. 



LENGTH OF THE MEDICAL COURSE 

204. For most students the medical degree course at a university lasts 
about five years, without counting the prcmedical courses offered at many 
English universities and the Scottish M first year ” which fulfils the same func- 
tion (see paras, 311-312). A substantial minority of students take an additional 
year in order to gain, as well as a medical degree, a degree in one of the medical 
sciences. Such students may either take a full three-year Honours course 
instead of the usual preclinieal course, as has been traditional at Oxford and 
Cambridge, or intercalate a year's additional study of a single scientific 
subject between the preclinieal and clinical stages; other possibilities have 
been introduced in recent years, particularly at some Scottish universities. 
During the clinical stage of the course English medical schools allow students 
much shorter holidays than the normal university vacations, and clinical 
■students at Scottish medical schools tend to spend a great part of their vaca- 
tions in acquiring clinical experience in hospitals. After graduation, at least 
a further year must be spent in approved training posts before full registration 
for professional practice can be granted. There are many complaints that the 
time taken to graduate is too long, and a number of witnesses have suggested 
that the course should be reduced by at least a year, both in the national 
interest (to increase the supply of doctors and reduce the cost of educating 
them) and in the interests of students — many of whom, it is said, do not really 
begin to learn effectively until they have the opportunity to exercise some 
professional responsibility. 

205, As has been emphasised above, the essential object of the undergrad- 
uate course is to educate the student to university degree standard both in the 
medical sciences and in the application of these sciences to human diseases. 
This is a formidable task which nobody could expect to be completed in the 
three years at present accepted (though not without reservation by many 
people) as adequate for a first degree course in most M non-vocational ” 
subjects. Conceivably, it could be accomplished in four year*, but a close 
examination of the curriculum makes this possibility very doubtful. Practically 
all our witnesses have accepted that in the preclinieal stage the student should 
have a reasonable grounding not only in the traditional medical sciences, but 
also in a variety of other subjects whose importance has been recognised 
in more recent times, particularly psychology and sociology, statistics and 
genetics. Provision must also be made for at least an introduction to para- 
clinical subjects such as general pathology and pharmacology, in addition 
to the clinical side of the curriculum. No doubt some of the traditional content 
of the preclinieal curriculum can be removed without great loss. Anatomy is 
the subject in which a reduction is most often advocated; a considerable 
amount of time could be freed for other subjects if detailed dissection were 
reduced, as is discussed later in this chapter. Even if advantage were taken 
of all possible opportunities of rationalising the teaching of preclinieal and 
paraclinical subjects, however, we cannot see how a medical school could in 
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two years provide instruction in all the subjects now recognised as necessary, 
let alone present them in such a way that the student really obtained a proper 
grounding in, and appreciation of, the scientific basis of medicine. A length- 
ening of the preclinical and paraclinical aspects of his education appears to 
be inevitable. 

206. The clinical side of the course has also become overcrowded and 
indigestible, in the view of a great many teachers. The growth of knowledge, 
the increase in specialties all of which want to be substantially represented 
in the course, and especially the traditional aim of producing a man trained 
for general practice in the old :ense — capable of doing almost everything 
and hence having had some contact with almost everything- — have led to an 
attempt to achieve an impossible breadth of coverage. We have seen evidence, 
however, that students are not always as busy as the curriculum would imply 
and that for them the clinical part of the course is often a rather leisurely 
business, or at the most, an alternation of intensive work with spells of boredom 
and inactivity,* This appears to be largely due, however, to a lack of good 
organisation: we discuss this problem in Chapter 10. Several medical schools 
have been able, by planning the first two clinical years carefully, to devote 
the final year almost entirely to supervised experience rather than to organised 
instruction. We believe that this is an entirely proper development; as we 
indicated earlier, the undergraduate course must be selective, and its aim 
should be to produce the basic material from which the practising doctor 
can be fashioned. In our view, strictly vocational training should come after 
graduation. We have proposed in Chapter 3 a scheme of postgraduate 
professional training which includes an initial year of general clinical experience 
under close university supervision, followed by a series of training appoint- 
ments intended to provide the young doctor with the clinical experience he 
needs before he can be expected to exercise independent clinical judgment. 
In view of these proposals, we think the undergraduate clinical course should 
be remodelled and reduced in length; we would not suggest, however, that 
anything less than two years would be adequate for the purpose. 

207. Given, then, that with the standards and levels of study commonly 
accepted at present more than two years are required for the preclinical and 
general paraclinical elements of the course, and that at least two years are 
required for the clinical side, we are faced with a need for a total length of 
over four years at the very minimum. In fact we think that, irrespective of the 
arrangement of the preclinical, paraclinical and clinical elements, an under- 
graduate could not possibly be given in less than five years the kind of education 
that we consider appropriate for a university degree in medicine in modern 
circumstances. As will be seen later, we are not advocating that all students 
should spend three years studying preclinical and paraclinical subjects 
followed by two yeats in clinical medicine; but we believe that a course of 
five years is required to provide a proper grounding in the essential subjects 
with which all prospective doctors need to be acquainted, and also to allow 
some opportunity for study in greater depth or breadth according to the 
individual student's inclinations and capacities. 



* Evidence of Professor J. Anderson and Appendix 19, Section B, 111(e). 
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208. During this period of five years the total duration of clinical study, 
and the sequence of clinical and non-clinical subjects, might vary between 
schools and between students within any one school. All students should, 
however, be given an introduction to the incidence of disease in the community 
at the beginning of the course (see paras. 218 and 258). Those who choose to 
study in clinical subjects at an early stage (see paras. 216 and 233) must be 
given at an appropriately early point the introduction which all students 
must have to elementary clinical method. The patterns of medical course 
available in each school should be decided by an interdepartmental committee 
of teachers appointed by the faculty of medicine. The members of this 
committee should include junior staff, should be in close touch with student 
opinion and should plan ways and means of assessing results. 



THE PRECLINICAL STAGE 

THE CONCEPT OF HUMAN BIOLOGY 

209. In examining the possible make-up of the preclinical element in a 
course of the kind discussed in the preceding paragraphs, we have been 
particularly interested in the numerous proposals which have been put forward 
in the past few years based upon a three-year degree course in human biology. 
Many universities either propose to institute courses of human biology or 
profess to be teaching human biology already. In addition, several medical 
schools provide courses which, though not so described, can in some respects 
be classified as courses in human biology. 

210. The papers of the Working Parties on a School of Medicine and 
Human Biology* represent the first fully argued case for founding medical 
education upon a degree course in human biology. The Working Parties 
define the subject only by implication, but their concept of it (they point out 
that there could be several others) includes the elements of the subjects 
already in the conventional preclinical course, together with psychology, 
genetics, statistics and sociology; moreover, they recommend bringing forward 
into the preclinical years subjects, like epidemiology and microbiology, 
which are often taught only to clinical students. The Working Parties envisage 
that the course would be suitable for students other than those intending to 
become doctors, and medical students might in fact form only a minority 
of those taking it; the third year of the proposed course offers a variety of 
elective subjects which would go some way towards providing for the different 
future needs of its students, 

211. The term human biology as used in the documents of the Working 
Parties is clear enough, but elsewhere it has no settled meaning. Some appear 
to think its purpose would be fulfilled by a rather orthodox combined pre- 
medical and preclinical course with the addition of some psychology and 
social science; others regard it as one ingredient of a preclinical course, of the 
same standing as genetics or statistics. We prefer to think of human biology 
in much broader terms* it should surely embrace the origin, evolution and 



* School of Medicine and Human Biology* Reports of the Working Parties, Research 
Publications, London, 1963. 
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geographical deployment of mankind; the growth of human populations and 
their structure in space and time; human development and heredity, the pro- 
perties of the human genetic system and the nature and import of the inborn 
differences between individuals. In this wider conception, human biology 
should include human ecology and physiology and many of the aspects of 
human behaviour that are the concern of sociology and cultural anthropology 
— among them, for example, the history and significance of family life, love, 
play and aggression. Finally, human biology should include an account of the 
nature, origin and development of communication between human beings 
and the non-genetical system of heredity founded upon it. No existing or 
planned course of human biology has such a broad syllabus, although most 
contain some elements of it, 

212. Human biology thus defined could make a very good degree course 
without necessarily being a suitable preparation for a medical career. We 
do not think it could be criticised as having the character of a *■ soft option ” ■ 
a course founded largely on genetics, population dynamics and statistics 
would probably be more exacting in point of intellectual effort than anything 
that came after it. It will not provide a deep enough foundation for basic 
medical research, the future practitioners of which will still have to take degree 
courses in microbiology, biochemistry, physiology, etc., unless they take such 
courses for a further year or two at M.Sc, level after their first degree in 
human biology; this is not an insuperable objection, however (see para, 224). 
The main difficulties in using it as an introduction to medicine are, first, 
that its appeal is too general and impersonal for a career in a profession that 
is centred on the treatment of individuals — it may not gratify the particular 
vocational urges that lead people to a medical career; and, secondly, that in 
being made suitable for people who are not going to be doctors it becomes 
proportionately less suitable for people who are going to be doctors. 

A FLEXIBLE COURSE STRUCTURE 

213. Although we think a course in human biology could not in a single 
form be simultaneously suited to the needs of medical and of non-medical 
students there are several ways in which the human biology concept could, 
in our view, be adapted so that a substantial part of a course suitable for those 
intending to study medicine might be common also to those aiming at, say 
paramedical and social work. In particular the idea of a medical course 
whose initial stages would be common to university preparation for other 
careers has much to commend it. Such a course would, for example, enable 
the final choice of medicine to be deferred until the student had had some 
experience of university life; a number of students who enter other faculties, 
and cannot transfer because of the rigidity of present courses, might then be 
attracted into medicine, 

214. A course offering perhaps two years of subjects common to all students, 
with a division thereafter into medical and nonmedical streams which would 
follow different options in the third year of study, would represent a consid- 
erable advance on the traditional course structure. Even more flexibility 
seems desirable, however. Most students entering medical faculties have 
already decided on a career in medicine; they differ widely in their particular 
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career intentions (e.g, general practice, surgery, medical research).* We 
believe that a more flexible course can be devised which will not only provide 
the essential background to the clinical aspects of medical education, but will 
also justify the award of a degree in medical science; some universities in 
Britain are already working out proposals on these lines. We have in mind a 
modular structure like that of many university courses in the United States, 
The course would be built up of self-contained modules, each of which would 
represent a specified proportion of a year's work (either in an individual sub- 
ject or in a combination of subjects on a single theme) and would count as an 
agreed number of course-units. Award of the degree in medical science would 
depend on satisfactory completion of modules carrying credit for course-units 
equivalent to three years 5 work. The educational environment need not 
always be the laboratory or classroom of the traditional preclinical sciences; 
we hope students will increasingly be able to undertake in a social or clinical 
context the kind of rigorous study that has hitherto been thought possible 
only in such subjects as anatomy, physiology and biochemistry. In assessing 
requirements for the medical science degree, credit should be given for any 
relevant work a student may have done in another faculty (e.g. dentistry) 
before entering upon the medical course. 

215. In order to ensure an adequate and orderly coverage of the essentials, 
the choice of subjects open to the student would need to be controlled to 
some extent; a prescribed number of course-units would have to be gained 
in specified subjects or in specified combinations of subjects. For example, 
the student might be required to gain a certain number of units in the essentials 
of anatomy and physiology, but in one school he might meet this requirement 
by taking separate modules in each subject, while another might require him 
to take modules to an equivalent total value in which both subjects were 
combined. In addition to these compulsory subjects there would be a group 
of modules designed to carry the course forward in fields regarded in general 
as desirable for all students but with some individual choice among small 
ranges of alternatives. For example, all students might be thought to need 
instruction, beyond that which was given in the compulsory subjects, in the 
general field of the behavioural sciences; they might, however, be offered the 
choice of additional modules in psychology or sociology. Similarly, all students 
might be required to take some instruction in clinical science and offered a 
choice, for example, between clinical pharmacology and clinical physiology. 
Finally, the student would be required to gain a number of units in modules 
chosen from a wide range of options according to the inclination and interest 
of the individual. Viewed in this way the course qualifying for the degree in 
medical science would consist of three elements; a group of compulsory 
subjects, a group of limited alternatives, and a group of options (equivalent 
to less than one year's work in all) in which a large measure of choice would 
be open to the student to pursue his special interests, 

216. The timing and order in which modules of all three kinds were taken 
should be open to adjustment to some extent to suit the needs of the individual 
student as seen by himself and his tutorial adviser. Some witnesses have 
suggested, for example, that the average school-leaver in this country is not 
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sufficiently mature to face a course in human anatomy; we are far from con- 
vinced that this is so, but the course structure we have suggested would allow 
the student’s introduction to anatomy to be delayed, if this were desired, 
until late in the first year or even until the second year of study. Moreover, 
a student whose individual interests lay in some clinical aspect of the medical 
sciences should be allowed to select alternatives or options which he might 
be able to take only after an appropriate period of clinical instruction. Thus 
while many students would meet the requirements for a medical science 
degree by the end of their first three years, others might not complete them 
until a later stage— in some instances perhaps not until after they had finished 
the clinical part of the course. 

217. In the application of these principles to the construction of practical 
medical curricula certain points should be kept in mind. First, optional 
modules available in the earliest stages of the course should if possible include 
short intensive periods of instruction in the traditional premedical subjects 
and mathematics. Students who had not previously taken one of these subjects 
to the level required for the proper understanding of the medical sciences 
based upon it could thus fill the gap in their background; less time would 
then be available to them for other optional work at a later stage, but such a 
drawback cannot be avoided in some cases if entry requirements are to be 
broadened as they should be (see paras. 304-310). 

218. Secondly, the clinical aspects of medicine should be introduced into 
the course at an early stage, as we have outlined in paragraph 208, but we 
do not believe that any one way of doing this has yet proved wholly satis- 
factory; we think further experimentation is needed. In addition, the non- 
clinical subjects should, where appropriate, be illustrated with examples of 
their clinical application. Some instruction in elementary clinical method 
should be compulsory for all students before they begin their main period 
of clinical study. Apart from organised instruction, opportunities should 
continue to be provided, perhaps in tne vacations, for students to observe 
clinical work in hospital. 

219. Thirdly, the optional modules available should be such as to permit a 
student either to extend the range of his knowledge by studying more than one 
subject or to go more deeply into a particular subject. These alternatives 
are necessary if the course is to meet the needs of the future general practitioner 
or hospital specialist as well as those of the potential teacher or research 
worker. Optional study has traditionally been regarded as something extra, 
to be taken by only a small proportion of undergraduates, and has usually 
taken the form of an intensive study of a single science subject for one or 
even two years. Recently, as interest has grown in the advantages of Intro- 
ducing elective studies of shorter duration within the main body of the course, 
there has often been an implicit assumption that the object is to enable the 
student to study a clinical subject, or one of the medical sciences, in depth. 
Certainly a student should have the opportunity to do this, and to take part 
in research, if he so wishes : the value of contact with research is very great 
and is not measured by the magnitude of the project or the importance of 
the results achieved. But the student should equally have the opportunity 
to extend the breadth of his education. Each university should make available 
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to students its full resources in medical and related subjects so that they may 
prepare themselves for developments (e.g, the use of computers) which have 
not yet established themselves as standard features of a medical curriculum, 

220, We have satisfied ourselves that a flexible modular curriculum of the 
kind we have suggested, offering a wide choice of subjects, would be a practical 
proposition for a reasonably well equipped and organised medical school. 
Such a course should not make much greater demands than does the tradi- 
tional course on staff and accommodation which, as we point out in paragraphs 
397 and 398, will in any case have to be greatly expanded. Classes will be 
larger with the bigger student entry which we recommend in Chapter 7 for the 
medical schools of the future, but at least some of the new and optional 
subjects will be common to students of more than one faculty. Similarly* 
although timetable difficulties are likely to be great, they will probably be 
less acute than might be expected. Experience of optional courses in other 
fields suggests that each year’s student intake will divide itself, in fairly 
constant proportions, into groups each following a well-established course 
arrangement and that students taking other combinations will be compara- 
tively rare. Moreover* unless medical curricula are planned with the flexibility 
available through a modular system we do not see how they can be appropriate 
to the needs of students from differing backgrounds* and to the increasing 
diversity of the medical profession. The traditional rigid curriculum, well 
as it may have served medicine in the past, is no longer adequate. 

221, We have had considerable doubt whether to put forward a specimen 
curriculum, because at least some people would probably regard it as a 
recommended course, whereas we wish above all to encourage free experiment- 
ation within the principles which we have suggested. In Appendix 8 we offer 
examples which should be regarded as no more than illustrations of the 
practicability of our proposals in terms of an actual curriculum. 

222, Although subjects are shown separately in the outline curricula in 
Appendix 8, teaching time and the planning and conduct of all parts of the 
course should be in the hands of the faculty as a whole; individual departments 
might have a substantial control over the teaching of optional subjects, but 
there should always be opportunity for work which would cut across depart- 
mental boundaries. There should be no more than about two hours of formal 
lecturing in any one teaching day, and at least one hour should be used for 
seminars; the remainder of each day being taken up by practical work, demon- 
strations, discussions and reading. The student must be taught to use a 
library and explore original literature for himself. Whenever possible the 
teaching of each department should be concentrated into a single day, or two 
days, in each week, so that the staff can be freed for research and other work 
during the remainder of the week. 



THE MEDICAL SCIENCE DEGREE 

223. The award of a degree in medical science would not be an essential 
part of a medical course of the kind we propose; each university would decide 
whether such a degree should be offered. We urge* however, that a degree in 
medical science should be generally offered, for two important reasons. 
First, most students in other faculties obtain a degree after three years of study 
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and thereafter have the status of graduate students; this distinction will be 
the more irksome to medical students as the number of their contemporaries 
pursuing human biology courses, which will have much in common with medi- 
cal courses, increases. Secondly, if a student failed for any reason to complete 
the full medical course he could have a qualification which would enable 
him to take up a career in some non-medical or paramedical field, 

224, The degree given after a course of the type we have outlined would 
presumably be that of Bachelor of Medical Science, or perhaps Bachelor of 
Science if the present tendency towards discontinuing the differentiation of 
science degrees prevails. We think that universities would normally recognise 
it as an Honours degree, classified according to the standard reached by the 
individual student over the whole of his performance. Most universities 
might wish to offer a Pass degree to students whose work, although satisfactory, 
did not justify the award of Honours. The Honours degree of which we are 
speaking would not, of course, be equivalent to a specialised Honours degree 
in a particular subject, e.g, physiology. The few medical students who felt 
impelled to reach the standard of a specialised Honours degree would probably 
need to spend a further year devoted to the study of that subject alone. We 
do not regard this as an objection, however. There is no reason why the 
medical course should offer a short cut to a specialised science degree for 
which it is not intended as a preparation. The broad medical science course 
should be adequate to meet the non-clinical requirements of all medical 
students (and, with some small id edification, of dental students also). The 
Medical Research Council and other witnesses have told us that in their 
opinion the traditional intercalated course in, for example, biochemistry or 
physiology, can no longer provide even a good student with a complete 
preparation for an academic career in these subjects. A student aiming at 
such a career would not normally rest content with a first degree but would 
go on to take a higher degree in the subject of his main interest, 

THE CLINICAL STAGE 

225, The clinical part of the undergraduate medical course had formerly 
to be used for vocational training; this allowed no opportunity to extend the 
benefits of the student’s preceding education in the sciences basic to medicine. 
The situation was improved in 1953 (see para. 60) by legislation debarring 
medical graduates from registration until they had held approved house 
appointments for a year. The recommendations we have made in Chapter 3 
for postgraduate education and training should, if accepted, release medical 
schools from any remaining thought that they need produce a graduate fit to 
practise medicine independently; the undergraduate clinical years can then 
be regarded solely as part of a basic university education in medicine. This is 
one of the main arguments which has persuaded us, on educational grounds, 
to recommend (see para, 206) that the minimum period of clinical studies 
be reduced, 

226, The aims of the clinical stage of the undergraduate course should be: 

to demonstrate the application of the medical and behavioural sciences 
to the practice of medicine, thus giving the student an appreciation of the 
biological, environmental and personal factors which underlie structural 
disease and disturbances of function; 

96 




Undergraduate Medical Course 

to review the phenomena of disease and the present state of knowledge 
about their prevention and management,, and to indicate the direction 
of likely advances in the future ; 

to provide a sound basis in clinical methodology, which should include 
not only the medical interview and clinical examination but also the use 
and interpretation of the many physical and chemical procedures which are 
essential parts of routine clinical investigation and which must be adequately 
covered to ensure future clinical competance; 

to introduce the student to the principles on which treatment is based ; 

to encourage a holistic attitude towards patients and avoid the increasing 
danger of considering them as cases rather than persons; 

to ensure that the student has assimilated the ethos of medicine, 

227. Objectives such as these have been hard to achieve hitherto, particu- 
larly because the curriculum has attempted too much and has therefore become 
unnecessarily diverse, congested and disconnected. Moreover, the examina- 
tion system has tended to test the student’s capacity to reproduce material 
learned from textbooks or lectures rather than his capacity to discriminate. 
The need for exposing medical students separately to each one of an increasing 
number of clinical specialties can be removed by adequate postgraduate 
professional training such as we have proposed in Chapter 3; the clinical 
curriculum can then be selective, as it should be. The examination system 
must be radically altered (our proposals on this are put forward in paras. 
283=286), so that the student is himself encouraged to bring together and 
integrate the instruction he receives and will come to visualise the patient as a 
whole, not merely as a collection of systems. Collaboration in teaching will, 
however, be the most effective way of removing some of the problems which 
have arisen from the allocation of time to each discipline separately, the failure 
to present health and disease in man as a whole, and the excessive use of the 
formal lecture and of the old-fashioned type of 44 open ward round The 
distinction between medical cases and 46 surgical cases 99 exists only for 
convenience of treatment and does not apply in the study of disease. Exper- 
ience has shown that when surgeons and physicians work closely in partner- 
ship spectacular advances can be made; this partnership has important 
lessons for the medical student in emphasising the unity of clinical method 
and medical knowledge and in demonstrating that the practice of medicine 
today has become a matter of team-work. Some collaborative methods of 
teaching such as the clinico-pathological conference, the clinico-pharma- 
cological conference and the seminar are well established; newer methods 
include integrated teaching, topic teaching and group clinical teaching. 

228. Much interest has been aroused by the pioneering work of a number of 
United States universities (notably Western Reserve University) on the 
integration of medical courses, and recently experiments in this field have 
been introduced at several British medical schools. In these experiments 
the clinical course is integrated in the sense that the student, already introduced 
to the medical and behavioural sciences in his earlier years of study, has an 
opportunity to meet them again in relation to specific clinical problems and in 
the light of all the relevant clinical investigations. Thus, when he is studying 
heart disease the student will be able to revise and add to his knowledge of the 

97 

•;>£> 




4 



Chapter 4 

anatomy of the heart and the physiology of cardiac movements, along with 
the pathology, the clinical features, the cardiography, the catheter studies, 
the radiological investigation and perhaps the surgical operation* In this 
way, and to a lesser extent by topic teaching, the most obscure and difficult 
problems of the preclinieal subjects can be given a real significance. The 
integrated approach to medical education has obvious advantages: it help- 
the student to understand the relevance, to his objective of becoming a doctor, 
of all he has to learn; it breaks down the artificial barriers still existing between 
medicine, surgery and other related disciplines; it provokes thought on new 
teaching methods, for integration implies full use of interdepartmental 
teaching of every kind and of the widest variety of methods; it requires staff, 
when necessary, to defend their views against those of their colleagues in front 
of students, and this in itself promotes an atmosphere of critical curiosity; 
members of the integrated teaching team become increasingly aware of the 
educational objectives and methods of the medical school; time is saved by 
the reduction of unnecessary repetition. The system is admittedly expensive 
in staff time and could be difficult to implement in medical schools in which 
consultant teachers, who have much to offer, are heavily committed outside 
the teaching centre: we recommend in Chapter 10, however, that Consultant 
teachers in major specialties should be appointed on the basis of at least 
eight half-day sessions a week, and should be given facilities for 44 geo- 
graphically full-time service. The extent to which, and the form in which, 
integrated teaching is introduced must be decided by each medical school. 
The planning of integrated teaching is far from easy, but the planning of medi- 
cal education need not and cannot any longer be left to individual heads of 
departments: each medical school will require a comprehensive educational 
policy planned and continuously reviewed by the interdepartmental committee 
of teachers to which we refer in paragraph 208. 

229. Group teaching lias a particular place at ward level where the patient, 
the best focus for integration, is studied. In this form of teaching the students, 
instead of spending a period in, say, a surgical unit followed by a similar 
period in a medical unit, are attached in small numbers to groups of teachers. 
Such a group might include a surgeon, a physician, a pathologist, a radiologist 
(undergraduates should always be taught radiology by a specialist in this 
subject), a general practitioner and a psychiatrist, and be supplemented as 
necessary by others (for example, a dermatologist, a specialist in geriatrics, 
an ophthalmologist, or a venereologist). The aim of the teaching group is to 
ensure that the students are properly educated in the fundamentals of clinical 
methodology and see a wide range of clinical and investigative work during 
a part or the whole of the clinical stage. 

230, These various forms of formally organised teaching will not by 
themselves be sufficient as an introduction to the care of patients. A special 
feature of medical education in Britain, particularly developed in London, 
has been clinical clerking, the attachment of a small group of students to a 
“ firm 55 so that they may learn by sharing in the day-to-day care of patients 
over the whole period of admission* Although students can no longer play 
as important a part in medical care as they did in the past this system of 
attachment to and regular attendance upon particular patients, as members 
of the team responsible for them, is still most valuable* It offers opportunities, 
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especially in regard to the inculcation of attitudes, that cannot be so well 
provided in any other way. It can be applied equally successfully to outpatient 
departments, of which more use should be made to allow students to share in 
the care of patients, and less for demonstration purposes* Clinical clerking 
can be interposed between periods of integrated teaching or continued syn- 
chronously with it, but there is special value in an intensive, even if short, 
period of clerking during which the student is free of other commitments* 
The principles of group clinical teaching can be effectively applied to clerking* 

231, We recommend that the clinical stage contain an elective period of, 
say, ten weeks. This is not a new proposal, but the value of elective periods 
has tended to be greatly reduced because they are often followed by major 
examinations. The changes which we envisage in the examination system 
(paras. 283 and 284) will free the elective period from this disadvantage and 
allow it to become a valuable educational experience. The student should be 
able to choose from a wide variety of elective topics, subject to the approval of 
the teaching committee (see para. 208), 

232. Group teaching and the various forms of interdepartmental teaching 
described above, together with clinical clerking, should give the student 
a broad coverage of medicine in its widest sense by the time he graduates, 
and should remove the artificial distinctions between 4 * medicine ” and 44 sur- 
gery f \ Specialists in gynaecology, ophthalmology, otorhinolaryngology, 
radiology, radiotherapy, venereal diseases and many other fields will have been 
represented in the course: in this way the teachers of these subjects, which we 
believe have their major place in postgraduate professional training, will have 
had an opportunity to interest students in their disciplines. Similarly general 
practice, psychiatry and emergency services will all have played their parts 
in this collaborative teaching: we think, however, that this group of subjects, 
with the addition of obstetrics, has a special educational value; we suggest 
that specified periods of time, as thought fit by each faculty of medicine, 
should be allotted to them although they too will have their major place in the 
postgraduate period. We believe that the way in which each of these subjects 
is treated should be left to the individual medical school; we wish to encourage 
a variety of approaches. For example, in relation to general practice the 
student will have the benefit of group teaching, might follow allotted patients 
from the outpatient department through the hospital and back to the home, 
might be attached to a general practitioner (preferably by way of a health 
centre) and might decide to use his elective period in this specialty, A period 
of residence in hospital at some stage in the undergraduate course is most 
valuable. 

233* In discussing the preclinical stage we suggested (para* 216) that 
although most students would meet the medical science degree requirements 
by three years’ continuous work others might wish to meet part of those 
requirements by suitable work in a clinical subject taken at a later stage. Many 
subjects would be suitable for this purpose, including, for example, clinical 
biochemistry, clinical physiology, endocrinology, metabolic disease, psychiatry, 
or any clinical discipline approved by the faculty of medicine : a list of approved 
subjects, which would vary with local facilities, should be compiled by each 
teaching committee (see para. 208). The sequence of topics in integrated 
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teaching should be arranged so that a student electing to follow this plan could 
leave and later rejoin the class without disadvantage* in our view this is 
largely a matter of timetabling. 

234* Authoritarian teaching had an important place when medical know- 
ledge was largely of an empirical nature, but when used regularly it discourages 
initiative, curiosity, and the growth of the student’s critical faculty and his 
ability to learn for himself. We recommend a considerable reduction in formal 
teaching, but lectures are helpful in initiating the student to clinical medicine; 
without some facts he cannot be expected to understand or to question* Later, 
an occasional lecture by a distinguished teacher has special value. An expert 
lecturer can bring his audience to a mood of rapt attention and lead them from 
an elementary beginning through increasingly intricate argument to a full 
understanding; he can arouse their enthusiasm in a way that no writer can 
ever hope to do. There is also a place for occasional lectures which give the 
student an insight into the latest research activities of the teaching departments. 



SPECIMEN OUTLINE CURRICULUM 



235, Our intention has not been to set out a rigid curriculum but rather to 
indicate guide lines which permit flexibility * we expect and welcome experiment 
by individual medical schools. Nevertheless, as with the preclinical aspects 
of the course, we have satisfied ourselves that our recommendations can be 
translated into practicable timetable terms. We have seen no need to put 
forward a detailed timetable, which might be used to inhibit the freedom of 
thought and action we wish to encourage at each medical school, but the 
outline below shows how a two-year clinical curriculum might be planned, 
on the assumption that teaching takes place in 46 weeks of the year. The 
time allotted does not total 92 weeks and our outline implies no attempt to fill 
each day. The time we have left free will inevitably be occupied, however — we 
hope by attendance at seminars and clinico-laboratory conferences and 
particularly by additional work on subjects appropriate to each student’s 
inclination and aptitude. 



Integrated teaching (see para, 
228). Group clinical teaching 
and clinical clerking. 



Paediatrics, medical and 
surgical in collaboration (see 
para. 276), 

Obstetrics and gynaecology 
(see paras, 273-275), 
Psychiatry (paras. 263-272). 
General practice 
(paras, 277-279). 

Community medicine 
(paras, 280-282). 

Emergency practice. 

Elective topic. 



Approximate 

duration 

Concurrently (2=3 50 weeks 

hours a day for each) 
or in block periods. 

Perhaps 4-8 weeks each 30 weeks 
(duration would be 
specified by the 
teaching committee). 



10 weeks 



100 



PARTICULAR SUBJECTS 



236* The design of each medical school's curriculum will, of course, depend 
very much on the views taken in the school as to the content and aim of 
teaching in particular subjects. Medical schools should be left free to choose 
for themselves, under the guidance of the General Medical Council, the 
place that should be given to each subject in the light of local circumstances, 
national needs and developments in medicine, from time to time. Without 
any desire to impose a standard approach, we wish to offer some comments 
on certain subjects which, either because their traditional place in the medical 
curriculum is widely questioned or because they have not yet established a 
firm place in the curriculum, must be subject to a great deal of discussion when 
specific plans are being worked out* 



ANATOMY AND PHYSIOLOGY 

237. The teaching of anatomy has been a matter of controversy in recent 
years* Each medical school must have its own views on this, and indeed so 
much has been said and written in recent years against the teaching of excessive 
anatomical detail that we hardly need discuss this aspect of the matter* Few 
witnesses have maintained that the undergraduate medical student should 
dissect the whole body in detail: even surgeons, who have a special interest in 
ensuring that medical students have a thorough knowledge of the structure of 
the body, have assured us that the traditional preclinical emphasis on topo- 
graphical detail in anatomy is not necessary at the undergraduate stage* 

238* The teaching of anatomy has in fact already changed to a considerable 
extent. We were told by the Anatomical Society of Great Britain and Ireland 
that the detailed study of the structure of the human body — usually carried 
out mainly by laborious dissection of preserved bodies— which used to be 
the main activity of anatomy departments is now supplemented in all British 
medical schools by instruction on a wide range of topics including histology, 
neuro-anatomy and aspects of endocrinology, embryology and reproduc- 
tive physiology as major items of the curriculum, and sometimes including 
also allied fields such as physical anthropology, biomechanics, genetics and 
cytology. Some medical schools require only one part— either head and 
neck, thorax and abdomen, or extremities— to be dissected in detail and make 
extensive use of prepared specimens and visual aids to demonstrate the 
structure of other parts and organs* In others, however, a great deal of 
dissection is still required, and we have the impression that even where drastic 
cuts have been made in the proportion of time allowed for anatomy in the 
preclinical course there has not always been a corresponding reduction in the 
amount of work expected of the student. Moreover, there are disturbing 
signs that, even in. medical schools where considerable thought has been 
given to bringing the teaching of anatomy into line with present-day ideas, 
substantial duplication continues between the anatomical and physiological — 
and sometimes the biochemical— parts of the course* Students, who exper- 
ience the instruction as it is and not necessarily as the more enlightened of 
their teachers wish or even believe it to be, have told us repeatedly of the 
frustrating and profitless duplication in the lectures they receive— sometimes 
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on the same day — from representatives of different departments. The repeti- 
tion of important material is not always undesirable, and the presentation of a 
topic from different points of view may be very helpful to the student. These 
aims can be better achieved, however, within a framework of co-operation 
between departments which extends to the content of individual teaching 
sessions. In the view of the Anatomical Society, the present divisions between 
the main preclinical subjects are a matter of teaching convenience rather than 
of fundamental differences. We should like to see an approach to the teaching 
of human structure and function on a genuinely co-operative basis, and have 
therefore made provision in our illustrative curricula (see App. 8) for modules 
of instruction in “ Human Anatomy and Physiology ” as a combined subject, 
though we recognise of course that students with a special interest in one 
aspect rather than the other should have an opportunity to pursue it in a more 
intensive form. 

239. The need for special dissecting rooms, and for means of storing and 
disposing of preserved bodies and tissue, makes the provision of accommoda- 
tion for preclinical teaching in anatomy awkward and expensive. The approach 
suggested above, together with a reduction of dissection to the absolute 
minimum, might reduce the scale on which these special facilities need be 
provided. We think some experiments on these lines should be carried out: 
if successful, they would open up the possibility that a single type of general- 
purpose laboratory could play an important part in preclinical teaching in 
anatomy as well as in physiology, biochemistry and pharmacology. We 
are not entirely convinced of the advantages of the multi-purpose laboratories 
which have been introduced in some countries; unless such laboratories are 
associated with a radically new approach to preclinical teaching they seem 
likely to present as many problems — though of a different nature— as do 
laboratories of the traditional type. 

STATISTICS 

240. “ The purpose of teaching statistics to medical students is not to 
produce statisticians, any more than the purpose of teaching biochemistry 
is to produce biochemists; it is to help doctors to think quantitatively. ”* 
The teaching of statistics can contribute to the education of medical under- 
graduates in two main ways. First, the subject is an integral part of the logic 
of scientific method and can be conveniently used to introduce ideas about 
making and interpreting observations and about experimentation. Secondly, 
statistics comprises a body of techniques for the measurement and assessment 
of variation, used widely and increasingly in medical research on diagnostic 
procedures, effectiveness of treatment, development of new drugs, causative 
factors in disease, laboratory measurement and many other subjects. Some 
knowledge of the principles of the statistical approach is now necessary so 
that doctors can make some judgment for themselves of the validity of the 
claims for medical advances made in journals and other communications. 
Instruction in statistics is a necessary part of the process of producing a 
graduate who can apply a scientific outlook to his future experience, 

* Evidence of the Society for Social Medicine. British Journal of Social and Preventive 
Medicine, Oct, 1966, Vol, 20, No, 4, p. 153. 

102 



Undergraduate Medical Course 

241 , Medical students often find statistics difficult and are not always 
convinced of the value of the subject for their purposes.* Some of their 
difficulties are real, for the basic logic of probability assessment is often 
unfamilar to medical students and cannot be understood without time and 
thought* On the other hand unnecessary problems have sometimes been 
created by a sterile emphasis on algebraic and arithmetical manipulations 
which have little relation to the principles or practice of medical applications. 
The educational value of statistics can only be realised, in our view, by 
concentration on its function in the assessment of medical evidence. The 
technical mathematical apparatus of calculation must, like many other 
techniques, be taken on trust by most students. Teaching should not be 
confined to vital statistics, which in some medical schools was the only 
branch of the subject taught until recently. Moreover, statistics is not compu- 
ting; its part in the course is not dependent on developments in the use of 
high-speed electronic computers for medical purposes. Such developments 
demand special and separate instruction. A knowledge of statistical principles 
will, however, be very important in framing questions to put to computers, 
and in interpreting the answers. 

242, Th^ length and content of the teaching to be given in statistics must 
be decided by each medical school. The problems which require statistical 
treatment should be seen by the student to arise naturally from the study of 
health and disease, but he cannot be introduced to more than a fraction of the 
applications of statistical methods in medicine and in the biological sciences; 
suitable opportunities occur at many points in the curriculum and much will 
depend on the interests of individual teachers. Instruction can perhaps best 
be divided into three stages. First, the basic principles of statistical logic and 
methods should be taught within a reasonably compact period, preferably 
after the student has gained a good knowledge of the medical sciences and their 
methods. The aim should be to introduce the ideas of measurement in medi- 
cine and the interpretation of biological observations; there are advantages in 
using a title which conveys this aim, rather than statistics Examples 
should be based on human variables and drawn from other subjects which are 
being studied at the same time, e.g. physiology or biochemistry. The emphasis 
throughout should be on the meaning of results rather than on formal calcula- 
tions, but experience in handling data Is important in order to stress that the 
purpose of statistical methods is to draw quantitative conclusions from real 
observations. If time is available (perhaps in an optional module) some 
instruction can be added on the planning of experiments and surveys and on 
the maintenance and uses of medical records. More than half of the time 
devoted to basic teaching in statistics should be spent on practical and tutorial 
work, preferably in small groups. 

243, The second stage of instruction in statistics should consist of several 
carefully-prepared sessions of joint teaching, mainly but not exclusively with 
clinical departments, spent in discussing the statistical aspects of a medical 
problem which comes into the curriculum of the department concerned. The 
statistician must collaborate closely with the staff of the other departments 
and must become familiar with their teaching and the medical implications 
of the problems discussed. Several different topics, occupying short periods, 

* See Appendix 19, Section B, 111(a). 
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are preferable to a single extended project. Examples of possible topics are 
testing of drugs, adverse reactions to drugs, bio-assay, clinical signs and diag- 
nosis, surveys of community health, social factors in disease (smoking and 
lung cancer or bronchitis), growth of micro-organisms, cell counts and varia- 
tions in human diet, 

244. The third stage should introduce the student to vital statistics, which 
is concerned with a particular field of medical study rather than with the general 
logic of quantitative assessment. The topic is best included in community 
medicine (see paras. 280-282) and should cover mortality and morbidity 
measurement, with an introduction to the life table. A short account of 
problems of population growth should be given, preferably in conjunction 
with instruction in family planning, 

245. An adequately staffed department or sub-department of statistics 
is desirable within each medical school, but first-class medical statisticians 
are scarce. The teacher should have had some experience of modern research 
on the applications of statistics in some field of medicine. He will then not be 
limited in his scope either to formal arithmetical manipulations which are of 
no interest to the typical medical student, or to practical but out-moded 
techniques. If a competent teacher with such experience is found there is 
no need to lay down rules about whether his degree should be in medicine, 
mathematics, or indeed any other subject, or whether he should be located 
in any particular department. 

behavioural sciences 

246. In 1957 the General Medical Council suggested that in the under- 
go 'ate medical course “instruction should be given in the elements of 
normal psychology The corresponding passage in the Council’s recom- 
mendations ten years later reads: 

“ In the Council’s view the study of human structure and function should be 
combined with the study of human behaviour. The Council considers that 
instruction should be given in those aspects of the behavioural sciences which are 
relevant to the study of man as an organism adapting to his social and psychologi- 
cal, no less than to his physical, environment. Instruction in the biological and 
sociological bases of human behaviour, normal emotional and intellectual growth, 
and the principles of learning theory should be included. ”f 

The difference between these two statements Is evidence of an increasing 
concern by the Council with the contribution which the behavioural sciences 
should be making to medical education; it reflects a steadily growing apprecia- 
tion by doctors of the importance of psychological and social factors both in 
illness itself and in their relationships with their patients. Many witnesses 
have drawn our attention to the need for systematic education and training 
in this field — usually with reference to general practice, but often in relation 
to the needs of hospital doctors of all kinds, and of course particularly as a 
foundation for the later training of specialists in psychiatry. Witnesses have 
pointed especially to the increasing frustration and dissatisfaction of many 
general practitioners at their inability to deal with the substantial proportion 



* Recommendations as to the Medical Curriculum, p. 10. General Medical Council, 1957. 
f Recommendations as to Basic Medical Education, p. 15. General Medical Council, 1967. 
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of patients whose difficulties are psychological or social in origin, and to the 
alleged inability of many specialists to regard the patient as a person rather 
than as a case of a particular disease. There can be no doubt that the teaching 
normally provided by British medical schools in this field is in need of great 
improvement, 

247, The efforts made at present to teach the behavioural sciences during 
the preclinieal stage are very diverse,* They vary from almost nothing to 
substantial courses covering a wide range of topics in normal and abnormal 
psychology* few schools as yet offer any organised instruction in sociology. 
In many instances most of the teaching is provided by psychiatrists, and in 
some others by non-medical staff employed in departments of psychiatry; 
zoologists on the one hand, and sociologists on the other, are sometimes 
brought in to provide some connection between the individual and his environ- 
ment in nature and society; sometimes a department of social medicine will 
offer a review of community factors relevant to medicine, but often this 
department will make its contribution during the clinical stage. Students have 
commented repeatedly to its on the inadequacy of the teaching they get in this 
field. They have emphasised that instruction focused upon basic psychological 
functions, to the exclusion of recognisable human behaviour, is irrelevant to 
their interests; on the other hand, a dogmatic exposition of psycho-analytic 
concepts of the kind that has been encountered in some medical schools in 
the United States has no place in a scientifically-oriented education, 

248, By and large, current teaching in the behavioural sciences to medical 
students is sketchy, either too lightly or too heavily influenced by clinical 
interests and poorly related — if at all— either to the other preclinieal sciences 
or to normal human behaviour as experienced by the student. These defects 
are partly due to the relative newness of the behavioural sciences as organised 
disciplines, especially in British universities: departments of psychology and 
sociology present a wide variety of individual interests, but seem seldom to 
have developed to the point of being able to offer a strong comprehensive 
coverage of their respective fields. In psychology particularly, the approach 
of many academic teachers to their subject has offered little of the practical 
interest which is essential if it is to be attractive and useful to the medical 
student: in very many eases the teachers’ natural wish to arrive at scientifically 
verifiable facts has led them to focus their attention on laboratory processes 
rather than on real life, and on the relative simplicity of the rat rather than on 
the complexities of the human being. Apart from these background difficulties, 
social science faculties have been put under considerable strain by the major 
part they have played in the general expansion of universities over the past 
ten years, which has given them more than enough problems of organisation 
and teaching within their own field without going out of their way to find 
others outside it. Finally, the development of these subjects in relation to 
medicine has been particularly hindered by the absence of a body of teachers 
with both a full academic training in the behavioural sciences and a qualifica- 
tion in medicine: by contrast, the existence in the traditional preclinieal 
sciences of teachers with both scientific and medical qualifications has been a 



* CARSTAIRS, G, M, et al. Survey of Undergraduate Psychiatry Teaching in the United 
Kingdom, 1966-67. British Journal of Psychiatry (awaiting publication). 
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powerful influence in the development of the contribution of those sciences 
to medical education. 

249. In these circumstances medical schools which take seriously the need 
to introduce teaching in behavioural science into their curricula have inevita- 
bly been tempted to fall back upon their own clinical staff — whose interests, 
naturally, lie mainly in the direction of clinical psychiatry and social medicine 
—or to recruit their own sociologists and psychologists who would provide 
for the needs of their students as the medical schools saw them. If medical 
schools expand on the scale we envisage later in this report, there will be 
further pressures for developments of this kind. The burden of teaching a 
large medical class cannot be taken by other faculties in their stride, and there 
could be proposals for building up departments of medical psychology and 
medical sociology within medical schools if their counterparts already estab- 
lished in other faculties were unable or unwilling to meet the needs of the 
medical student. We should regard such proposals with considerable concern. 
The clinical side of a medical school can often with advantage include depart- 
ments or units concerned with the clinical aspects and applications of medical 
sciences (see para. 430), but the main teaching of any science — physical, 
biological or social — should be carried out in close contact with the main 
stream of scientific interest within the university; otherwise it is bound to be 
self-defeating, even if carried out on a fairly large scale. Medical schools 
cannot hope to provide within their own resources first-class departments in 
all the subjects which are now becoming recognised as desirable in the medical 
course; moreover, the establishment of rival departments, one teaching the 
general aspects of the subject and the other its medical applications, could 
seriously impede the general development of those subjects. Teaching in the 
behavioural sciences, as in the other newer subjects of the medical curriculum, 
must therefore in our view be a fully cooperative endeavour between the 
medical and other faculties involved. 

250. Co-operation must be based, first, on a firm definition of the needs of 
the medical student, which itself must be arrived at co-operatively. The medical 
schools cannot hope for effective collaboration by laying down their require- 
ments and expecting others to meet them without question. On the other hand, 
if, as we think must be accepted, the needs of medical schools are to be 
reflected in a substantial increase of staffing and other resources in other 
faculties, the medical schools have a right to expect that their interests 
should be taken fully into account in the instruction provided. There will 
probably be a considerable measure of common ground between the instruc- 
tion they need and that generally given to students in behavioural science 
departments; we think that as a matter of principle the instruction given to 
medical students in these subjects should be of the same standard, and require 
the same intellectual effort — though of course within a more restricted 
field — as that normally offered by the departments concerned. 

251. Throughout the teaching in behavioural science there should be a 
strong emphasis upon the methods by which data are obtained in psychology 
and sociology. This will demonstrate that human behaviour and social 
institutions can be investigated by the established methods of science; that 
the techniques of observation and measurement in these sciences yield data 
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whose reliability and validity can be systematically appraised, and that 
concepts and theories about human behaviour can and must be submitted to 
empirical verification. As in the biological sciences, the student will be taught 
how to evaluate evidence in this field, so that in his future reading he can 
distinguish between unverified assertion and theories which have been tested 
by systematic observations. 

252. Since both psychology and sociology are large and growing subjects, 
the topics to be covered must bo chosen carefully. In psychology, for example, 
special attention should be paid to the interaction of heredity and environment 
in the development of human personality, and to the range of individual 
differences in psychological functions and how these differences can be mea- 
sured. Appendix 10 gives a list of topics which might appropriately be covered : 
in treating each of them, the teacher should give illustrations of research 
findings which have confirmed or modified existing explanatory theories, 

253. In addition to this teaching about essentially psychological processes, 
psychologists should participate in some aspects of the physiology course 
(e.g, the neuro-endocrine system) in order to discuss the biological processes 
underlying emotion, memory and thinking. Similarly, psychologists can 
usefully contribute to instruction in pharmacology when the psychotropic 
drugs are being discussed. 

254. All students should be taught to recognise the effect of their own 
behaviour upon other people and should be given some understanding of 
social skills, some help in developing them and some practice in their applica- 
tion; all this would be directly useful in the clinical part of their course as well 
as in later life, 

255. Throughout the teaching of psychology, illustrations should be given 
of disturbances of the process under discussion (e.g. failure of recent memory, 
disturbance of mood, effects of drugs), the resources of clinical teaching 
departments being drawn upon for this purpose. We suggest, however, that 
systematic teaching in abnormal psychology, on the psychological effects of 
illness and on doctor-patient relationships can best be given at the clinical 
stage, when the student can see for himself what it is all about. 

256. The method of teaching in psychology is, in our view, almost as 
important as its content. When classes are large there is difficulty in organising 
discussion groups, demonstrations and practical sessions for small numbers 
of students, but this kind of teaching is essential if medical students are to 
arrive at any real understanding and acceptance of the psychological aspects 
of human behaviour; the implications for staffing must be faced, 

257. In the introduction of sociology, social administration and related 
subjects into the undergraduate medical course there are serious dangers — as 
there are in all disciplines— of teaching too much, too formally and too 
disconnectedly. The teacher should not view the medical student as a potential 
medical sociologist or social worker but should try, in co-operation with his 
colleagues, to “ give the student a comprehensive understanding of man in 
health and in sickness and an intimate acquaintance with his physical and 
social environment 



* Recommendations as to Basic Medical Education, p. 9. General Medical Council, 1967, 
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258. Three requirements seem implicit in the acceptance of this objective. 
The first is that students should be provided during their first year— preferably 
in their first and/or second terms— with a historical and comparative introduc- 
tion to the medical needs of society and the role of the doctor and other health 
workers. Secondly, teaching and the selection of topics in sociology and 
related disciplines should, as far as possible, be relevant to medicine: deliberate 
and sustained efforts should be made to show students the relevance of social 
phenomena, whether treated conceptually, comparatively or historically, to 
the roles and functions in society of doctors and of organisations for medical 
care. Although students must learn how to use a library and how to read 
selectively in broader fields, they should not be expected to piece together 
fragments of knowledge, research method and techniques. The instruction 
provided for medical students by sociologists and social administrators should 
therefore be specifically adapted to the needs of these students.* Thirdly, 
teaching in the social aspects of medicine should, as the Goodenough Commit- 
tee emphasised, f be integrated with the clinical work of the student during the 
undergraduate course and the intern year. The student has to be made aware in 
the hospital ward and in the home, as well as in the classroom, why patients 
and families behave as they do in situations of illness; of the social and cultural 
factors which influence the patients 5 expectations and responses; of the 
problems for doctor, patient and family in the management of illness and 
handicap in the community; of the social, ethnic, occupational and psycholo- 
gical forces which can hinder prevention and treatment; and of the difficulties 
of communication, and other problems which arise from established expecta- 
tions about the way a person in a defined situation will behave, particularly 
in hospital. There is no single way of achieving this aim.J Sociologists, social 
workers, hospital clinicians, general practitioners, social administrators, social 
medicine and public health staff and others, all have an integrative contribution 
to make at different stages in the curriculum. Some examples of the topics 
which relate teaching in these fields to medical care are listed in Appendix 1 1, 
though here again there is need for much experimentation. 



259. The object of instruction in sociology and related fields should be 
two-fold : first, to contribute to the medical student’s general education by 
showing him that the social environment of his own upbringing is only one 
facet of the complex society in which he lives and will have to work; and 
secondly to introduce him to the methods of sociological observation and 
analysis, to the nature of sociological theories about rules governing group 
behaviour, and to empirical research designed to test such theories. In the 
early years of the undergraduate course the emphasis should be on basic 
sociological and epidemiological concepts, using illustrations which show 
the bearing of social factors on disease and on its prevention and cure; more 
detailed consideration of the medical profession itself, and of the organisation 
and administration of medical care can more appropriately be provided later 
(to some extent during professional training), possibly in association with 
students of social administration. 



• See MARTIN, R M., MePHERSON, F. M., and MAYO, P. R. s A Course in Psycho- 
logy and Sociology for Medical Students, Lancet, 1967, ii, 41 1. 

f Report of thelnterdepartmental Committee on Medical Schools, pp. 169-170. H.M.S.O., 
1944. 

% Evidence from the Society for Social Medicine (see footnote on p. 102 above) and from 
others. 
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260. There are certain matters of general social interest on which, to quote 
from evidence we have received, “ the doctor is still considered to be an oracle 
and the student should recognise the responsibility this entails ”, We do not 
think medical education should encourage the doctor to assume an authority 
beyond that implied by his profession or his responsibilities as a citizen. We 
recognise, however, that there are many important matters of moral and social 
controversy in which doctors inevitably become involved: abortion, drug 
addiction and artificial prolongation of life are examples. No doctor, however 
remote from clinical practice, can detach himself entirely from such questions 
and we agree that the student needs help in preparing to deal with them. 
To some extent, of course, the answer lies in the process of general education 
through which every university student .must pass: his constant interaction 
with other young people of different backgrounds, beliefs and aspirations 
is in itself a means of developing a personal philosophy which will enable 
him to deal with these issues. We hope that the broader course of under- 
graduate education that we recommend will help by bringing the medical 
student into close contact with his contemporaries and seniors in other fields, 
in place of the segregation characteristic of some medical schools hitherto. 
Whatever his philosophy, it should of course be based on an informed 
understanding of the facts of the situation; this is more important for medical 
students than for many others, since they will often find themselves in later 
life in a position of having to stand by their beliefs publicly in the face of 
ignorant and irrational pressures. The instruction in psychology, sociology 
and social medicine that we suggest will in our view provide as much in this 
respect as can reasonably be expected: the medical course cannot in itself 
do more than make available the facts on which the student must form his own 
moral and social judgments. Advocates of particular views should make their 
own arrangements to put their ideas before the student; we have no reason to 
think that they are denied adequate opportunity of doing so. 

SEX EDUCATION 

261. Many medical schools still offer little or no Instruction about sexual 
behaviour and its disorders. This is a serious omission, and we see no reason 
why it should not be immediately rectified. There are two aspects of sex 
education in medical schools. The first arises from the need to dispel indivi- 
dual ignorance and misunderstanding among medical students, as among other 
university students and indeed all young people. Some member of the staff, 
perhaps a member of the student health staff, should accept the duty of giving 
instruction of this kind. The second aspect of sex education applies specifically 
to medical students because doctors are frequently consulted about problems 
of sexual development in childhood and adolescence, about sexual difficulties 
in marriage, and about sexual deviation. Particularly when there is very 
widespread public discussion of these matters, doctors should be able to 
treat them with informed understanding. The biological aspects of sex and 
reproduction can appropriately be included in the teaching of human anatomy 
and physiology; likewise, in the teaching of behavioural science, consideration 
should be given to normal sexual development and the interpersonal and 
social aspects of sexual behaviour. 

262. The treatment of major sexual deviations must remain the concern 
of the specialist in this field, but every doctor is likely to meet with occasions 
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when he can detect, and may be able to relieve, a patient’s anxiety about real 
or imagined sexual abnormality. An important part of clinical education in 
this field lies in the future doctor’s learning how to help his patients to over- 
come the embarrassment which often makes it difficult for them to disclose 
their sexual problems. The doctor can help them in this respect only when he 
has overcome his own embarrassment; the discussion of case material in small 
mixed student groups can be very useful for this purpose. Helpful contribu- 
tions on the clinical aspects of sexual behaviour may be made during teaching 
in gynaecology, general practice and psychiatry. 



PSYCHIATRY 

263. We have repeatedly emphasised that the object of the undergraduate 
medical course is education and not vocational training; any doctor who 
remains ignorant of human psychology (both normal and abnormal) must 
be considered ill-educated, however thoroughly he may be trained in his 
chosen specialty, because this subject permeates the whole of medical practice. 
We have been dismayed to find how inadequate is the present provision for 
the teaching of psychiatry in most undergraduate medical schools* and we 
think every effort should now be made to remedy this (see para. 126). Every 
undergraduate medical school should have a chair of psychiatry, and its 
associated hospitals should have the facilities and staff needed for a full range 
of teaching in this subject.'!' 

264. In the past students have experienced considerable difficulty over their 
instruction in psychiatry. Each major subject of the curriculum has required 
them to recognise new phenomena and to acquire a new vocabulary; but the 
pattern of objective observation, and more or less precise quantitative measure- 
ment, which together make possible an experimental verification of scientific 
hypotheses, has consistently been present. In contrast, many of the phenomena 
of psychiatry — such as observations of patients’ behaviour— are less concrete 
and not easily quantified ; in place of single preponderant causes for disordered 
function, there are multiple aetiological factors whose respective contributions 
have to be assessed in terms of statistical probability. Above all, there is 
something disquieting about the concepts of psychological deter mi nism and 
the predictability of human behaviour. Determinism of human behaviour 
is much less easy to accept than determinism in the physical sciences. These 
concepts challenge the religious beliefs of some students and the amour-propre 
of most. Perhaps the most striking novelty, however, lies in the apparent 
lack of objectivity of this subject, an aspect which seems even more discon- 
certing when students realise that psychiatry is concerned not only with the 
interpersonal relationships of patients and their relatives, but also with the 
emotional interactions between the observer himself and the person with 
whom he is dealing. Students find their own feelings and attitudes exposed 
to critical examination; unless they realise that this is a necessary part of the 
process of acquiring psychological insight they are apt to react against it — as 
earlier generations of doctors have done— as an unwarranted invasion of their 
privacy. 



* CARSTAIRS, G. M. et at., op. cit. 

f See the Report of the Central Health Services Council for the year ended 3 1st Deec her, 
1966, pp. 5=8. I l.M.S.O., 1967. 



110 



110 



r.T 



Undergraduate Medical Course 

265. We hope that more adequate instruction in the behavioural sciences 
(see paras. 246-259) will have introduced future students to the phenomena 
of human behaviour, and to the biological, psychological and social factors 
which influence it. They should be taught that although the study of behaviour 
employs methods different from those of the natural sciences, its aim is 
essentially the same: namely to identify regularities in the phenomena ob- 
served, to advance explanatory hypotheses and to test these hypotheses by 
experiment, and by controlled clinical observations. 

266. The teaching of child psychiatry, which includes specific reference to 
mental subnormality, ran appropriately be given before that of adult psychia- 
try, in the context of paediatrics, provided there is a proper working relation- 
ship with the physicians (see para, 276). It can make a very important con- 
tribution to the students’ general medical education, because it gives them an 
opportunity to see for themselves the processes of personality development 
and family interactions which have been described in their behavioural 
science teaching. Because vhe child’s level of accomplishment, and his psy- 
chiatric symptoms, are alike so clearly related to his relationship with his 
parents, this field of study provides a suitable illustration of the concepts of 
dynamic psychiatry. This confrontation more often brings the student 
inescapably face to face with his own emotional involvement with patients 
and with their families than does any other part of the medical course, and 
this alone makes it a significant part of his training. It also enables the student 
to see for himself: 

(a) the important role which the doctor can play in detecting and remedying 
instances of complex family pathology, both medical and psychiatric, 
and 

(b) the need for teamwork by the doctor in close liaison with social and 
welfare services. 

This learning can profitably be applied in the management of adult medical 
patients as well as of those with overtly psychiatric disorders. 

267. The most important practical skill which the student has to learn 
during his clinical instruction in psychiatry is the use of the interview as a 
technique of inquiry. “ Taking the history ” forms part of every student’s 
introduction to clinical methods: but there is a great deal more to this than 
simply asking a series of prescribed questions and checking the accuracy of the 
answers. Students must be aware of the factors which impede or distort 
communication, factors such as limitations of vocabulary, cultural attitudes 
and social prejudices and, above all, anxiety: students should learn at an 
early stage to recognise and overcome their own anxieties, as well as those of 
their patients, when frightening or embarrassing topics have to be discussed. 
Because an appreciation of the patient’s mental state forms an important 
element in the assessment of many physically ill patients, as well as of those 
with predominantly psychiatric disorders, psychiatrists should contribute 
teaching on interview methods, and examination of the mental state, as part 
of the students’ introduction to clinical work. 

268. During their clinical instruction in general medical wards and out- 
patient clinics students will meet many patients whose symptoms are partly, 
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if not wholly, attributable to emotional disturbances. The students’ attention 
may be drawn to these aspects by the physician but it would be to their 
advantage to have regular teaching in which a psychiatrist discusses the nature 
and significance of emotional factors in the timing, intensity and even the 
nature of symptoms conventionally regarded as purely medical, 

269. Systematic teaching in psychiatry should review the phenomena of the 
neuroses, the personality disorders (including sexual deviations, alcoholism 
and other addictions), psychosomatic illnesses and the organic and functional 
psychoses, and give a critical appraisal of the present stage of knowledge 
about each of these conditions. At the same time the student should have an 
opportunity of learning the role of other members of the treatment team — the 
clinical psychologists, psychiatric nurses and social workers— and should be 
shown how local authority and other social agencies contribute to the treat- 
ment, of psychiatric patients in the community, 

270. Seminar instruction is of particular importance in psychiatry because 
through observation and discussion of each other’s performance students are 
helped to see how their own anxieties can distort their perception of a patient’s 
disturbed behaviour. The closed-circuit television camera, with videotape 
playback, has proved invaluable in facilitating this kind of learning. Without 
attempting to lay down any rigid ruling, we suggest that about 60 hours 
should be divided between formal lectures and lecture-demonstrations, the 
lecture-demonstrations (including film and videotape) occupying more than 
half of this time, Students should have 1 5-20 small-group seminar sessions 
in which to present cases and discuss topics arising in the formal course. 

271. The clerkship should consist of full-time participation in the work of a 
clinical firm, for a period of at least one month but preferably longer, for two 
reasons. First, students report that initially they have to overcome consider- 
able anxieties themselves, because of their unfamiliarity with emotionally 
disturbed patients; only after the first three or four weeks do they begin to 
feel able to contribute effectively to the work of the team. Second, psychiatric 
illnesses tend to evolve relatively slowly, even where the prognosis is good; 
weeks rather than days are required in order to observe significant changes in 
the patient’s condition. Hence a clerkship which involved daily part-time 
attendance at the psychiatric ward for six to twelve weeks would be even more 
rewarding than a shorter full-time clerkship. 

272. In summary, clinical psychiatry in the undergraduate course should 
have the following aims ; 

(a) to make the student aware of the important influence which a patient’s 
mental and emotional state may have on his physical well-being and his 
practical abilities; and to indicate the biological, environmental and 
personal factors which underly mental and emotional distrubances; 

(b) to impart the technique of interviewing a patient, particularly in taking 
the psychiatric history and assessing the patient’s mental state; 

(c) to review the phenomena of psychiatric illnesses, and the present state 
of knowledge about their aetiology; 

(d) to give the student some understanding, as a participant-observer, of the 
organisation and conduct of treatment in the psychiatric service. 
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OBSTETRICS, GYNAECOLOGY AND PAEDIATRICS 

273, The present undergraduate course includes, in obstetrics, a period of 
residence in hospital during which the student undertakes the conduct of 
deliveries under supervision. Most students find this a valuable part of their 
clinical education. They value the sense of responsibility for caring for the 
mother and her child at a significant moment in their lives. They can acquire 
new skills, not only in the conduct of the delivery but in local analgesia and 
suturing. The period of residence in the maternity unit should be retained so 
that the student can get a proper appraisal of practical obstetrics and can care 
for his patients throughout labour and not merely at the time of delivery, 
A thorough grounding in the principles of antenatal and postnatal care is also 
essential. This will include study of the effects of pregnancy on disease and of 
disease on pregnancy. The student should learn something of preparation 
for childbirth and parenthood and of the general principles of human repro- 
duction, The psychological aspects of pregnancy, labour and the puerperium 
should be studied. The undergraduate student can be expected to learn only 
the general principles of obstetrics: practical experience of abnormal obstetrics 
is more properly acquired after registration when the student will have learned 
to care for patients and deal with emergencies. 

274, The postnatal clinic offers a good introduction to the study of gynae- 
cology. Modern gynaecology is concerned with much more than the surgery 
of the genital tract. It includes the care of women of all ages. Further instruc- 
tion should be given on the physiology, including the endocrinology, of the 
reproductive organs. The student must learn how to examine the pelvis and 
to carry out investigations such as cervical cytology. The operating theatre is 
a good place to learn methods of examination and to see the commoner 
diseases, although details of gynaecological surgery are a matter for post- 
graduate instruction. 

275, Students must learn about problems of fertility and infertility as they 
affect the individual and the community. There should be a family planning 
clinic in every teaching unit. Students should also attend the clinics for marital 
problems which are held jointly by departments of psychiatry and gynaecology 
in some hospitals and should be extended. 

276, A university department of paediatrics, headed by a Professor with 
responsibility for co-ordinating the teaching of all departments concerned 
in this subject, should be established in every medical school. Teaching on the 
newborn should be given in the maternity unit and should include instruction 
on foetal development and growth, on the management of the normal and 
premature infant, infant feeding and the diseases and disorders of the newborn. 
Later the student should study the child in his home and school environment 
and be made aware of the services provided by local authorities and others for 
the care of children. He should be made familiar with the growth and develop- 
ment of the normal child and with im m unisation procedures. Diseases and 
disorders of childhood will be studied in the outpatient clinics and wards of 
the hospital. An introduction to child psychiatry, including the study of 
mental subnormality, should also be given at this stage (see para. 266), 
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GENERAL PRACTICE 

277. We think that every undergraduate medical student should be given 
an insight into general practice. In the past, undergraduate clinical teaching 
has been based almost entirely on patients referred or admitted to hospital and 
only recently has an attempt been made to provide some introduction to the 
wider problems of sickness in the community (see para. 280). The medical 
student should understand that patients seen in teaching hospitals represent 
a highly selected group and that an overwhelming majority of those seeking 
medical attention are treated in general practice without reference to hospital. 
In addition to the serious conditions which are often first seen by the general 
practitioner 3 many common infections are nowadays seen only in the home 
and patients with emotional disturbances and minor psycho-neurotic illnesses 
usually go no further than the general practitioner’s surgery. Certain aspects 
of medicine, such as domiciliary care of the elderly and the chronic sick, 
which are becoming increasingly important are best taught in the context of 
general practice; students should also learn techniques of preventive inocula- 
tion. The student must be given an opportunity to see for himself the impact 
of illness and death on the family, and to learn how the general practitioner 
meets the clinical, personal and social problems involved. He should see 
patients presenting new symptoms to the doctor for the first time, and k rn 
how decisions have to be made at this stage. Moreover, he should see how the 
doctor-patient relationship often differs in general practice from that in the 
hospital. Students should be able to visit patients in their homes more 
easily than they do now, although this practice is already more common than 
many witnesses appear to have realised, 

278. The undergraduate medical student should, in our view, learn about 
general practice not as a preliminary to training for a career in that field but 
as an educational experience whose purpose is to give every student some 
understanding of problems which are of major importance in themselves and 
should not be thought of as variants or minor subdivisions of the problems 
raised in hospital practice. The aim of the teaching should be to afford the 
student some insight into the nature of the problems and opportunities in 
general practice. No department in the medical school is ideally fitted to 
provide the necessary teaching. Departments of social medicine or community 
medicine (see paras, 280-282) may provide a suitable environment, but there 
should always be strong links with the department of medicine. Some medical 
schools have appointed Professors or Lecturers in general practice; we think 
that universities should offer senior academic appointments in this field, and 
that general practitioners taking part in the teaching of medical students 
should be properly paid and given university status appropriate to their 
standing as teachers and contributors to research; the possibility of such 
university appointments, with the additional financial reward they would 
carry, should increase the attraction of general practice for good doctors. 

279. In some medical schools undergraduate students are attached for a few 
weeks to selected general practitioners, sitting in at their surgeries and accom- 
panying them on visits; additional time may be spent in this way in an elective 
period. We think (see Chapter 2) that the future will see an extensive develop- 
ment of health centres and group practices in close association with hospitals; 
when they are situated near a medical school or a university teaching hospital 
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they should certainly contribute to undergraduate education, especially when 
they provide an example of teamwork between doctors and the related social 
services. We do not wish to lay down in detail any particular scheme and would 
encourage universities to experiment with different approaches. A series of 
formal lectures on the subject of general practice would seem particularly 
inappropriate; much more can be accomplished by arranging that the student 
meets family doctors either on an individual basis or in small informal groups. 

COMMUNITY MEDICINE 

280, We have explained in para. 1 33 what we mean by community medicine ; 
the term as we use it includes much work done in university departments of 
social and preventive medicine and public health, as well as some activities 
often found in other departments. In our view, undergraduate medical educa- 
tion should include some study of this field. Students should be acquainted 
with the means of providing health services for the whole population, and with 
the related social and economic problems; this involves an appreciation of the 
epidemiology of disease and of the contributions that are made by the hospital, 
general practice, local authority and other services. Instruction in general 
practice (see paras, 277-279) provides a suitable opportunity for introducing 
the student to some aspects of social and preventive medicine, but does not 
in our view offer a sufficiently broad approach : we think there is more advan- 
tage in the establishment of a department or division of community medicine 
which would concern itself with all aspects of the subject. An important 
function of the department of community medicine would be to develop close 
relations between those working in all the branches of the health services; 
at present the only well-established link represented in the medical school is 
that between part-time Consultant teachers and general practitioners. The 
department of community medicine should encourage experimentation in the 
provision and organisation of health services. It should also contain sections 
dealing with epidemiology, statistics and computers, preventive medicine and 
rehabilitation, 

281, We have noted with great interest the Report on Departments of 
Social and Preventive Medicine published in 1966 by the Royal College of 
Physicians, and we endorse generally the views of the Society for Social 
Medicine* as to the place of the subject in the undergraduate medical course. 
The Goodenough Committee took the view, more than twenty years ago, that 
“the ideas of social medicine must permeate the whole of medical education ”.f 
Thin aim has been partly achieved; the social aspects of individual cases are 
now generally recognised to be the concern of every clinical teacher. But 
the community background of the individual case is still inadequately provided 
for in the undergraduate course. The problem of linking the two aspects 
together, and particularly of relating the preclinical to the clinical aspects, is 
complex, 

282, From the educational point of view the department of community 
medicine should have an influence throughout the undergraduate medical 
period (see para, 258). The department could offer instruction during the 
preclinical stage in the broader aspects of community health and in the means 

* See the footnote on p, 102 above, 

t Report, p, 1 68. 
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of providing medical care, with reference to problems both in this country 
and in other parts of the world. In this way the department might well 
provide a bridge between the social and behavioural sciences, statistics and 
population genetics on the one hand and the clinical aspects of epidemiology 
and medical care on the other. In terms of the flexible course structure we 
have suggested in paras. 213-222, the department might well be able to design 
a programme — extending perhaps over two or three terms— which would 
count for credit towards the medical science degree as well as meet some 
of the requirements of the clinical stage. 
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EXAMINATIONS 

283. A course based on the principles outlined above would have no 
place for the kind of examination which has traditionally dominated the 
medical course, particularly in the preclinical stage. Some medical schools, 
with the encouragement of the General Medical Council, have gone some way 
tow ards lessening the impact of the 46 2nd M.Eh ?? by spreading their preclinical 
examinations over a period of a year or more; the modular course we have 
proposed above would imply an extension of this practice to the logical 
conclusion of assessing the student’s performance in each subject as it was 
studied. We hope the assessment would take fully into account the industry 
and understanding shown by the student throughout his work inHhe subject, 
and not be based solely on a formal test at its completion. The medical 
science degree “ examination 99 would then consist mainly of a careful review 
of the student's achievement, as shown by frequent reports or minor examina- 
tions, in each module he had taken. These assessments could be supplemented 
by an additional final test if this were needed to resolve any doubts about the 
appropriate class of degree. 

284. The same principle should apply to the award of the degree in medicine. 
The student must meet the formal requirements of a licensing body for the 
purpose of the Medical Acts, but when the licensing body is a university we 
see no reason why its requirements should not be interpreted In terms of an 
assessment built up from periodic reports on the student’s performance, 
based where appropriate on written, oral or practical tests, and completed by a 
comprehensive review at the end of the course. 

285. A reform of examinations in the medical course is required, we think, 
quite independently of the changes we have proposed in the structure of the 
course. The present methods of assessment are widely recognised as unreliable 
and otherwise unsatisfactory. We think an appropriate organisation, closely 
in touch with the development of medical eHjcation as a whole, should be 
charged with the responsibility of studying and improving methods of assess- 
ment in medical education, and perhaps of providing a service to universities 
and postgraduate training bodies (see para. 569) on the lines of that offered 
in the United States of America by the National Board of Medical Examiners. 

286. One of the great advantages of the recommended new approach to 
assessment is that students would be kept constantly aware of their progress 
and would not feel obliged, as many now do, to check their readiness for the 
final examination by entering for an external qualifying examination, such 
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as that for the Conjoint Diploma of the Royal Colleges of Physicians and 
Surgeons. One of the chief virtues claimed for these and similar examinations 
is their independence of the student’s university teachers. We think, however, 
that assessments which are carried out, like these, in isolation from the course 
of study that has been followed by the candidate, and which are based on his 
performance on a single occasion rather than on his work over the whole 
course, are unreliable and anachronistic. Many medical schools in Britain 
strongly discourage their students from entering for such examinations before 
the end of the degree course, because the student cannot devote himself as he 
should to his university work if he is simultaneously preparing for an unrelated 
examination. We do not think the standard of university medical degree 
requirements is so high that any medical student need invest time and effort 
in working for an alternative qualification as a form of insurance against 
failure to get a degree. In recent years over 500 candidates annually from 
British medical schools have been awarded such non-university qualifications,* 
but our enquiries have shown that the great majority of medical students at 
British universities have passed their final degree examination at the first 
attempt,! and that of the 5,312 who obtained a M registrable primary qualifica- 
tion ” in the three academic years from 1962 to 1965, only 235 (less than 5 %) 
had to rely solely upon a non-university qualification for admission to the 
Medical Register.! Had the non-university diplomas not been available the 
number who would have lacked a registrable qualification might have been 
even lower than the above figures imply, because the candidates would have 
worked more singte-mindedly ; some at least might have worked harder. 
We make no comment on the standard of the non-university diploma examina- 
tions; the General Medical Council is the appropriate body to decide whether 
their standard is high enough to warrant admission to the Medical Register. 
Some means must be provided whereby doctors educated overseas can obtain 
a British registrable qualification without repeating the whole or large parts 
of the undergraduate course. Dentists seeking a medical qualification, with a 
view to Consultant appointments in oral surgery, have also been accustomed 
to rely upon diploma examinations in order to avoid repeating a large part 
of the undergraduate course; we think they should be allowed to continue 
to do so until suitable arrangements are made in the university course to meet 
their needs. Subject to this reservation, we think that medical students at 
British universities should not be allowed to enter for non-university qualifying 
examinations until they have completed the medical degree course. 



287. Clinical education would be impossible without the cooperation of 
patients in two main ways. During his periods of “ clerkship ” the individual 
clinical student, usually as a junior member of the firm or unit responsible 
for a group of patients, is expected to visit his patients regularly; he thus 
learns how to obtain information from sick people by history-taking and 
clinical examination. No teacher is usually present in this work, the patient’s 



* Almost all these students took the Conjoint Diploma of the Royal College of 
Physicians of London and the Royal College of Surgeons of England (see Appendix 9, 
Table 5), 

t See Appendix 9, Table 6, 
t See Appendix 9, Table 4. 
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contribution to which is of the greatest value and is possibly more demanding 
than any other he may make to medical education. He puts himself at the 
disposal of an additional investigator, who is at first shy, slow and unskilled. 
Patients rarely complain about this, however. Many welcome an opportunity 
for unhurried discussion with a young person who clearly has no responsibility 
for making unpleasant decisions concerning their future and who may often 
obtain additional diagnostic intonation of considerable value. Many find 
that the experience is a relief from the boredom of otherwise unoccupied time, 

288, The second way in which patients contribute to medical education is 
by providing examples to illustrate teaching. Experience has shown that 
many private patients are no less willing to contribute in this way than are the 
majority of National Health Service patients. Open ward rounds are still 
conducted ov some clinical teachers with retinues of juniors and students, 
although Ibis is now widely recognised to be a poor method of education, 
repugnant to many patients and incompatible with the best medical care. 
Out-patient teaching is in some departments still based on demonstrating 
randomly selected patients, without adequate prior consultation, to large 
numbers of students. Examples of these practices have been drawn to our 
attention by the Patients" Association and other witnesses and we do not 
think they are isolated instances: their influence on the attitude of students is, 
in our view, as unfortunate as their effect on many patients. The eradication 
of such practices depends on better staffing, improved teaching accommoda- 
tion, a different concept of undergraduate medical education and, above all, 
a change in the outlook of some teachers. 

289, Clinical education in Britain usually coincides with, and is to some 
extent a by-product of, the care of patients. This kind of teaching has made 
medical education much less expensive than it would otherwise have been, 
and has made the most effective use of the time given to medical education by 
distinguished clinicians who have many other important commitments; 
nevertheless, such teaching is often nowadays incompatible with good educa- 
tion and the best medical care. In future, time must be provided specifically 
for teaching, in addition to the time spent in caring for patients; we have made 
allowance for this in our recommendations concerning part-time teachers 
(see para. 514), Properly equipped teaching rooms should be provided, 
which would ensure privacy for the demonstration and for subsequent 
discussion. Demonstrations in open wards, corridors and waiting rooms are 
not only unpleasant for the patient but also incompatible with the use of 
laboratory measurements and tests which are increasingly recognised as an 
essential part of clinical teaching. 

290, No student should ever be expected to undertake any procedure 
involving a patient (including taking a history) or his relatives, without having 
seen the procedure carried out by a senior. Students must therefore observe 
fully- trained doctors at work. They can and should do so, however, in very 
small numbers: the changes we have proposed in the pattern of medical 
education, and the changes in organisation that we propose in Chapter 10, 
will provide ample opportunities at all stages. Much of what was previously 
taught to undergraduate students must now be learned in the intern year and 
in the period of professional training. For example, the undergraduate 
student can achieve some competence in obtaining information from patients 
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but cannot be expected to become at all experienced in giving information 
to patients, or to their relatives: that is the work of later years. 

291. Whenever a teaching procedure involves the demonstration of a 
patient’s problems to a group of medical students or doctors, the patient 
should be consulted in advance, given a proper understanding of the situation 
and asked to cooperate. Every medical school and postgraduate training 
institution should ensure that these requirements are brought to the attention 
of every teacher on appointment. Students must, of course, sometimes be 
allowed, in groups as well as singly, to see very ill, unconscious or confused 
patients, young children or others who cannot be thus consulted: the decision 
must then be left to the discretion of the teacher. Hospital brochures sent to 
prospective patients should always mention the desirability of patients 3 
contributing to medical education when needed, but such impersonal com- 
munications cannot, in our opinion, provide a sufficient explanation of what 
is involved. General practitioners should, when referring patients to hospital, 
tell them briefly about the educational functions of the hospital and the ways 
in which patients may be asked to help. The teacher himself should always 
meet the patient before teaching begins, and satisfy himself that the patient 
has no misapprehensions o^ objections. 

292. Nearly all major hospitals now engage in medical education, under- 
graduate or postgraduate, to some extent. If our recommendations are carried 
out, virtually every hospital in the country will eventually become consciously 
involved in education or professional training of some kind. We agree with 
the view of the Health Departments* that no hospital, whatever its status, 
should confine its services to patients who undertake to contribute to medical 
education; we hope that this rule will be rigorously enforced. 

293. We hope that every advantage will be taken of teaching methods 
which reduce the demands on patients to a minimum. Nevertheless, the 
extension and improvements of medical education that we have recommended 
will require the help of a greatly increased number of patients. Their coopera- 
tion cannot be assumed if medical teachers behave arrogantly towards them, 
as some do, and if expressions such as 44 the use of patients as teaching mater- 
ial continue in professional use. 

CONCLUSION / 

294. We have proposed above an undergraduate medical course with 
structure and objects very different from those of the traditional medical 
curriculum. We think, however, that our proposals are founded on principles 
now widely accepted and embody trends which are already clearly evident. 
Something like the pattern that we have suggested is already taking shape 
in many medical schools. Traditional arrangements can evolve into a pattern 
of this kind over a short period if medical schools adjust their thinking and 
organisation to the realities of the present and the needs of the future. 

295. The traditional medical course was self-contained and was built 
around the unifying object of mastering all aspects of the structure and func- 
tion of the human individual — an object increasingly difficult to achieve, 

* Evidence of the Ministry of Health and the Scottish Home and Health Department. 
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and quite impracticable in recent years. The course that we recommend is not 
self-contained; it would be only the first stage of preparation for a career 
which nowadays demands for success and satisfaction not only a university 
degree but also proper professional training and continuing education. Never* 
theless, the proposed course has been designed as a balanced and rounded 
whole, flexible enough to meet the diverse interests and needs of all medical 
students; its unifying principle is that the student should learn about man in 
all his aspects, not only as a patient but also as a social being. 

296, Our proposals will make severe demands on medical school staff 4 , 
organisation and accommodation; we discuss some of their implications in 
Chapter 10. The freedom of choice which is an essential feature of our 
proposals will make heavy demands on the student, who will need adequate 
personal help and guidance in deciding on his course of study (we discuss 
also in Chapter 10 how this help should be provided). In order to prepare the 
student for the responsibilities he will have to accept on graduation, he should 
while still an undergraduate be given opportunities for service and responsibilh 
ties either in medicine (for example, in emergency services, intensive therapy 
units or in ward nursing) or in other forms of social service. Travel, in 
Britain or abroad, can contribute notably to a student's education and 
maturation; we hope that the British Medical Students' Trust will be able to 
maintain and extend its support of student travel, 

297, We have restricted our recommendations to the essential principles 
which in our view must be accepted if undergraduate medical education is to 
provide an adequate foundation for a career in modern medicine, which will 
be characterised by the likelihood of continual change and development and 
the prospect of more scope than most other careers for the exercise of individ- 
ual judgment and responsibility. 
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SELECTION AND PREPARATION FOR THE MEDICAL COURSE 



298, We have found dissatisfaction in many quarters with the basis on 
which applicants are selected for admission to the undergraduate medical 
course. Many headmasters and headmistresses believe, for example, that in 
at least some universities the selection of medical students is not based on 
clearly equitable criteria and that a disproportionate weight is given to family 
connections in medicine. Whether or not these beliefs are well-founded, 
the findings of a recent survey appear to show that the proportion of 
medical students drawn from the higher social classes is substantial and 
increasing, as is the percentage of medical students with one or more parents 
in the profession,* We have not gone into this question in detail; to reach 
any firm conclusion we should have needed comprehensive information about 
the characteristics not only of candidates accepted by medical schools (about 
whom some information is available) but also of those who were turned down, 
about whom very little information is at present available. In any case, no 
enquiry would be likely to produce clear-cut results, because there are great 
differences of opinion as to the characteristics that are relevant in the selection 
of a medical student. We discuss below (paras. 304—310) the minimum 
scholastic attainment that should be required of candidates for admission 
to the medical course, but we do not attempt to suggest any single pattern of 
school preparation or to determine the relative weight that should be given, 
for example, to academic promise and qualities of personality. There will 
always be differences of view on such matters, and we think there can be no 
possibility of reaching even a broad measure of agreement until a means has 
been found of relating the characteristics of the candidate to his eventual 
professional performance. We hope that research will in the course of time 
lead to the establishment of reasonably objective criteria of professional 
performance, valid in the many different fields and kinds of medical practice, 
and thereby make possible an objective evaluation of student selection. This 
is a long-term aspiration, however ; in the meanwhile we think as much as 
possible should be done to reduce misunderstandings about the present 
purposes of selection and to ensure that the methods used are the fairest and 
most efficient available for achieving whatever aims the medical school may 
have in mind, 

299, Selection procedures in other fields, for example in the public services 
and in industry, have been developed greatly in the past twenty years, and 
medical schools will no doubt benefit from the growing appreciation of the 
value of these developments to universities in generaL We think the officers 
mainly responsible for selection and admission should be expected to familiarise 



* See Appendix 19, Section AM. 
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themselves with developments in selection procedures and to collaborate 
closely with other faculties in improving selection methods. Medical schools 
should not hesitate to change their methods as necessary to improve effective- 
ness and meet changes in needs. We think, for example, that interviews 
may not always be necessary If full school reports are available. Each medical 
school should ensure that its policy in this respect is made clear to all appli- 
cants, 

300. We think that the difficulties arising from present selection processes 
could be reduced by closer contact between secondary schools and the medical 
faculties of universities. We recommend that the insistent complaints about 
unfair operation of selection methods should be investigated jointly by the 
bodies representing the deans of medical faculties and the associations of 
headmasters and headmistresses ; we think also that some continuing 
national machinery is required in order to provide a means whereby medical 
faculties and secondary schools can reach general understanding and agree- 
ment on such matters as selection and admission requirements, and on the 
implications of future changes in the organisation and content of the medical 
course. Direct contact between prospective applicants and university medical 
faculties might also be helpful. We have been told that a number of medical 
schools arrange for visits by groups of local schoolchildren who are interested 
in the possibility of a medical career. General adoption of a system of open 
days for fifth and sixth form pupils would help greatly in developing the 
contact between schools and university medical faculties which is desirable 
in the interests of recruitment. We suggest also that representative school 
headmasters and headmistresses should be invited to attend occasional 
meetings of the Conferences of Medical School Deans : they are already, 
we understand, invited to certain meetings of the Committee of Vice- 
Chancellors and Principals. 



301. We have been told that women candidates often have special difficulty 
in gaining admission to medical schools. The Goodenough Committee 
recommended* over twenty years ago that a substantial proportion of 
students at all medical schools, perhaps one-fifth, should be women ; shortly 
afterwards the University Grants Committee stipulated that the proportion 
should not normally fall below 15%. Excluding overseas students, the propor- 
tion of medical students in Britain who are women is now about 24%. The 
Royal Free Hospital School of Medicine has a unique position by virtue of 
its feminist history ; to-day about one-half of its students are women. The 
proportion of women medical students varies among the other medical 
schools in Britain, and also from year to year. In 1966-67, for example, the 
proportion of women among students entering preclinical courses varied 
from about j . % to about 35% (see Appendix 9, Table 7). Medical schools 
are widely believed to apply more stringent selection criteria to women than 
to men and often to judge women applicants irrationally, with the result that 
outstanding women candidates are sometimes rejected. Headmistresses 

? Report of the Interdepartmental Committee on Medical Schools, pp. 99-100. 
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believe that many of their best pupils do not apply (often* it seem on the 
advice of their teachers*), and that many girls whose capacities ana inclina- 
tions are fitted to a career in medicine do not take the relevant science subjects 
in the sixth form because they believe that admission to a medical school will 
not be open to them on a basis of merit alone. 

302. The high proportion of women now accepted in some British medical 
schools is an indication that the admission of women to the course raises in 
itself Few or no serious problems. There are differences between men and 
women students in the reasons for wastage (health being more commonly a 
cause of withdrawal from the course for women*)*), but there is no consistent 
evidence of any substantial difference between the tjroportions of men and 
women failing to complete the course successfully or in the proportions who, 
having qualified, fail to register. The work of women medical students is 
widely acknowledged to be better, on average, than that of men students, j 
though this may simply reflect more stringent selection. Some problems, 
particularly those caused by shortage of accommodation, bear especially 
hardly on women medical students, but they are problems which basically 
are common to students in general (especially those in large cities) or at least 
to all medical students or to all women students. 

303. As long as there are shortages both of doctors and of places in medical 
schools a case can be made for giving some preference to male candidates for 
admission. There is, as might be expected, a higher rate of M wastage ” of 
women doctors from the profession than of their male counterparts (see 
para, 356) ; the shortage of doctors might be eased to some extent if a limit 
were imposed on the proportion of women admitted to undergraduate 
medical schools, provided there were enough male applicants suitable to fill 
all the remaining places available. In our view, however, the main criterion 
for admission to a university medical course should be the ability of the 
applicant to profit from the course and to become a good doctor. Moreover, 
medicine demands and deserves the best recruits it can get, irrespective of their 
sex. We think the imposition of an arbitrary upper limit on the number of 
women admitted to the medical course would imply that obstacles which at 
present prevent full use of the capacities of women doctors were being 
accepted as insurmountable : the adoption of such a defeatist attitude is, 
in our view, unnecessary and would have most unfortunate consequences 
for medicine at a time when women have increasing opportunities for entry 
to and advancement in other professions* 

ENTRY REQUIREMENTS 

304. At present all British medical schools require as a condition of 
admission to the preclinical course evidence of satisfactory performance 
either in the General Certificate of Education “A” level examinations in 
physics, chemistry and biology or mathematics, or in the “ 1st M.B.” 
examinations (see paras. 311 arid 312). Because of differences in the system 



* See Appendix 19, Section A, 11(a). 
f JEFFERYS, M-, ut aL, Lancet, 3965, i\ 1381. 
t See Appendix 19, Section B,IV(c)(ii), 
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of secondary education, the practical consequences of these requirements are 
different in England and Wales from what they are in Scotland. 

305* In England and Wales the present requirements have led to increasing 
pressure on prospective students to reach “A 55 level standards in the specified 
subjects at school ; the early specialisation which this entails has been much 
criticised. The problem of early specialisation in schools is not* of course, 
confined to medicine : indeed the “A” level syllabuses in science were 

not designed with the particular needs of medical stude* in mind* Unless 
there are radical changes in the system of secondary education* the majority 
of candidates from schools in England and Wales seeking entry to the medical 
course will probably continue to offer - 4 A“ level passes in chemistry, physics 
and mathematics or biology ; nevertheless* the growing tendency to regard 
these as the only qualification acceptable for entry should not, we think, be 
accepted without question. 

306* Very few pupils in Scottish schools follow the G.C*E, “A 5 * level 
syllabus and the normal sixth form aim is the Scottish Higher Leaving 
Certificate which, while not requiring the same depth of study in individual 
subjects as the G.C.1L, is broader in scope : pupils normally offer four or 
five subjects in the Scottish H.L.C. The Scottish universities, which accept 
the H.L.C. as an entry qualification, provide a four-year Honours course in 
science and usually require the medical student to do a one-year premedical 
course in physics, chemistry and biology* leading to the “1st M*T.“ examina- 
tion* before entering the preclinical part of the medical course. 

307* We have recommended in Chapter 4 that the medical student should 
be able to vary the content of his undergraduate course to some extent to suit 
his own interests and background, and that opportunity should be available 
within the course to fill gaps in his knowledge of the basic sciences. The 
important thing* in our view, is to state the minimum qualifications required 
if an applicant is to be considered a serious candidate for admission ; in 
other words to state the background knowledge which every student must 
have if he is to cope successfully with the demands of a university medical 
course. Individual universities will no doubt look for particular achievements 
or qualities beyond any suggested minima, but the nature and level of these 
will vary from one university to another, and probably from one time to 
another. 

308, In view of the intellectual demands made by the study of medicine 
we think that prospective entrants should as an indication of their general 
ability be able to show a good performance in several subjects at sixth form 
level ; as we have said above, most candidates are likely in future, as at 
present* to offer three science subjects. We find difficulty in believing that any 

udent, however brilliant, could embark on the study of biochemistry or 
physiology without prior knowledge of chemistry at a fairly high level. The 
exact level required in chemistry should be carefully considered, however* and 
as regards other subjects we think that in some circumstances* and especially 
for really able students, universitic ought to consider varying the present 
requirements for entry to the medical course. 

309, In the G.C.E. examinations the present “A” level standard in chemistry 
is probably higher in some aspects of the subject than is essential for embarking 
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on a medical course such as we have recommended. Chemistry combined 
with physics, on the lines of the experimental 44 Nuffield M physical science 
course, would in our view be a satisfactory preparation for the medical course 
and indeed might be an acceptable substitute in this context for chemistry 
and physics taken as separate subjects. A student with a good “A ,s level pass 
in physical science or even in chemistry as a separate subject could, we think, 
be accepted without having reached “A” level in physics as a separate subject 
or in mathematics or biology, if he had shown evidence of good learning 
ability and if supplementary instruction in these subjects were available either 
optionally in the early part of the medical course or in a special preliminary 
course lasting a month or two. We suggest therefore that applicants should 
be considered for admission to a university medical course if they offer 
chemistry or physical science, together with any two other academic subjects 
chosen from the whole range available in the G.C.E. examination, at “A M 
level. We should expect candidates offering no science subjects at “A” level 
other than chemistry or physical science to produce evidence of some basic 
kn wledge of other relevant science subjects and mathematics ; very few 
candidates in the future are likely to be unable to do this, 

310. We have been favourably impressed by the new 64 alternative^ syllabus 
in science subjects for the Scottish H.LC. examination. In chemistry, for 
example, the 44 alternative ” syllabus seems to cover much of the ground 
that is essential as a basis for beginning a course in biochemistry ; its 
deficiencies in this respect could, we think, be remedied by minor expansion 
of existing university biochemistry courses. A pupil who has followed the 
H.L.C. “ alternative ^ syllabus in chemistry and has achieved good passes in 
this subject and in physics and mathematics or biology would, we think, be 
able to embark on the medical course without first spending a year on pre- 
medical studies, although he might well benefit from further instruction in 
chemistry during his first term, as one cf his optional subjects (see para. 217). 



PREMEDICAL COURSES 

311. Apart from the Scottish 44 first year 77 (see para. 306), a number of 
medical schools in England and Wales still provide one-year premedical 
courses for the few students whom they now accept without G.C.E. “A” level 
passes in chemistry, physics and biology or mathematics. The standard of the 
courses seems to be variable, the class size often ridiculously small and cost 
high in terms of the staff and resources needed. In one medical school from 
which we obtain : details (st-. Chapter 8) the average expenditure necessary to 
bring a student successfully through the premedical course was over £1,600,. 
apart from the stu dent’s own support. One of the main arguments presented 
to us for continuing these courses is that they enable a candidate who has no 
previous knowledge of science, but nevertheless appears likely to make a good 
doctor, to study medicine if he is prepared to accept a lengthening of his 
university course by one year. Students with this kind of background are 
already few and on present trends very few future university entrants will be 
without a knowledge of science and mathematics at least at G.C.E, 44 O ” level, 
whatever subjects they may offer at 4 4 A” level. 

312. If the views on entry requirements expressed in paragraphs 304-310 are 
accepted the need for a “1st M.B.” examination will disappear. There may be 
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exceptional candidates whose general ability and interest in medicine can 
convince a medical school that they will make good students, but whose lack 
of science background is such that they require a full year's preparation in 
science before admission to the medical course. Preliminary courses of such 
length should perhaps be taken at a technical college rather than at a university. 
The only practicable way of providing them at the university appears to be 
either to incorporate into a large science class the few prospective medical 
students who have not reached university entrance standard in the subject 
and who are therefore bound to be at a great disadvantage, or to arrange a 
special course at great expense with whatever staff can be spared from other 
departments : neither of these alternatives appears to us to be satisfactory. 
We do not imply that chemists, physicists and other scientists who now 
undertake teaching in premedical courses in universities have no contribution 
to make to undergraduate medical education ; we think, however, that their 
contribution will be most effectively deployed in the medical course proper, 
in the shape of special instruction for students offering their subjects as 
options (see para. 217 and Appendix 8) and instruction for all medical 
students in aspects of these subjects which are of direct relevance to medicine. 



313. The proposals that we have made in this chapter will, if adopted, 
increase the freedom of choice open to the prospective medical student in 
planning his sixth form work at school ; taken together with the proposals 
in the previous chapter for a broader and more flexible medical course, they 
will do something towards meeting the insistent demands, made by teachers 
and students alike, for a ** broader” education. These demands are not of 
course unique to medical education ; their implications reach far beyond 
medical education and the requirements for entry to it, and we could not 
discuss them more extensively without departing widely from our terms of 
reference. 
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THE NUMBER OF MEDICAL SCHOOL PLACES REQUIRED 

314, In previous chapters we have been concerned essentially with the kind 
of education and training doctors should have : now we turn to a discussion 
of the numbers of men and women for whom education and training should 
be made available in the future ; in succeeding chapters we shall discuss the 
number and location of medical schools that will be needed, and the cost to 
the nation of meeting these requirements. 

315, Manpower needs and their implications for the output of doctors 
from British medical schools are not specifically mentioned in our terms of 
reference ; we were nevertheless enjoined to consider among other things 
what changes may be needed in the number of medical schools in Great 
Britain. Moreover, the scale of the provision required is fundamental to a 
consideration of the form and pattern of medical education. 



IMMEDIATE NEEDS 

316, Our initial enquiries led us to a firm conviction that a substantial 
increase of output of medical graduates was required without delay. In 1944, 
when the population of Great Britain was 47*5 million (compared with 
53*0 million in 1965), the Goodenough Committee suggested for British 
medical schools a total intake of about 2,500 students a year in the future,* 
When account is taken of wastage during training, and allowance made for 
the return of foreign students to their own countries on completion of their 
training, this intake would have resulted in an annual output of about 2,100 
British medical graduates. In 1957 a committee appointed by the Health 
Departments (the Willink Committee) advised a temporary reduction in 
intake, in order to avoid the risk of a surplus of doctors, which the Committee 
thought possible ;f subsequently the output of British medical students fell, 
until in 1964 only 1,500 graduated. By then a substantial shortage of doctors 
had appeared in some areas. In the years immediately before we were 
appointed these shortages had caused public and professional concern, which 
had increased as the impression grew that there had been a substantial loss 
by emigration during previous years. J 

317. Some efforts had already been made to remedy the situation. By 
short-term measures designed to make more Intensive use of their main 
existing facilities, the medical schools had in the academic year 1965— 66 



* Report of the Interdepartmental Committee on Medical Schools, p. 113. 

1944. 

f Report of the Committee to Consider the Future Numbers of Medical Practitioners 
and the Appropriate Intake of Medical Students, 1957. 

{ CL inter alia, LAFITTE, F. and SQUIRE, J. R., Lancet , 1960, ii, 538-542 ; HILL, K. R., 
Lancet^ 1964, ii, 517-519, 
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increased their intake to 2*312 students of British origin.* The Government 
had then decided to provide the means of further short-term expansion at 
some schools during the next two years* and we were told that expansion at 
other schools would be approved as funds became available in the following 
two years. We understood that these measures represented* in the view of the 
University Grants Committee, the most that could be done to expand quickly 
tL capacity of the existing medical schools ; the Committee told us that 
they saw no practical possibility of making even more intensive use of the 
facilities already available, or of using more extensively the resources of other 
faculties to supplement those of the medical schools* A new medical school 
was* however, to be built at Nottingham ; there was hope that building would 
start before the end of 1968. If students from overseas who were likely to 
return to their own countries after training were disregarded, the annual 
intake of the schools seemed likely to rise to about 2*700, so that by 1975 the 
output would be about 2,400. In 1975 the population will be about 56*5 
million. 

318. With the help of the Ministry of Health and the Scottish Home and 
Health Department, we first made an estimate of the number of doctors 
which would be required to make good future losses caused by death, retire- 
ment, overseas service and emigration, to provide for the needs of an increasing 
population, and to bring the numbers in general practice and the hospital 
service up to the desired standards (see para. 327) within a moderate period of 
time. In the light of the detailed assessments set out in the annex to Appendix 
12, we reckoned in 1966 that a deficit of at least 10,000 doctors would have 
accumulated by the end of the next ten years. To meet this deficit within ten 
years* with provision for inevitable wastage during the undergraduate course, 
there would have been need for a total increase of at least 11,000 in intake 
over that period (i,e, an average increase of 1,100 in the annual intake) over 
and above the intake then envisaged over the next ten years. Account had 
also to be taken of whatever provision this country might wish to make for 
a rise in the number of places in British medical schools available to overseas 
students : our conclusion* after consulting the Ministry of Overseas Develop- 
ment* was that the annual number of these places, which had been about 150 
in recent years, should at least be restored to its former level of about 200. 

319. Our estimates included an allowance for some increase in the number 
of British doctors temporarily serving in developing countries overseas, and 
for the loss of several hundred doctors a year by long-term or permanent 
emigration to other advanced countries. Although the rate of emigration is 
most difficult to estimate and predict, we were satisfied that in the light of all 
the available evidence our estimate reflected reasonably accurately the 
experience of this country In recent years and, in view of the continuing 
demands of other countries, was a realistic forecast of the minimum loss in 
the following ten years. We had taken account of the likely effect of the 
improved terms of medical service in this country then being discussed 
between the Government and the profession, but we saw that increasingly 
systematic attempts were being made by other countries to attract doctors 
from Britain. We thought such efforts could well lead to an increase in 
emigration, especially if a worsening shortage of doctors in this country led 

* See Appendix 9, Table 2, 
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to added dissatisfaction in the profession : Britain was, in our view, in 

danger of being caught in a vicious circle unless the shortage was quickly 
remedied. 

320. We thought that more doctors might have come from overseas and 
settled permanently in this country than had been previously reckoned. Some 
had come from Ireland and from the more advanced countries of the 
Commonwealth, and we thought this movement would continue. Most, 
however, had come from countries whose own needs were greater than ours ; 
we took the view that Great Britain ought not to rely on a continuing 
substantial contribution to its medical manpower from this source. We 
recognised, of course, that a period of hospital service was, and always had 
been, an important feature of the training of young doctors, and that this 
country had a continuing duty to provide postgraduate training for a 
substantial number of doctors from overseas ; but we thought that the current 
excessive reliance on the services provided by young doctors from overseas 
was bad for them and for their countries, and was tending to distort the 
staffing pattern of British hospitals. 



321. We decided to examine further a number of matters on which there 
was considerable uncertainty, and to consider Britain’s requirements for 
doctors in the longer term. We saw no likelihood, however, that our further 
studies would lead us to envisage any lower requirement than we had estimated 
initially : our estimates had been based on minimum needs and included, for 
example, no adequate allowance for the rising standard of medical service 
which is invariably demanded as living standards generally are improved, or 
for the effect on manpower of a necessary increase in the time spent by 
younger doctors in study and relaxation. We decided to consider very carefully 
the possibility of increasing the effectiveness of the country’s existing number 
of doctors, particularly by the employment of married women practitioners 
as fully as possible and the greatest possible use of ancillary staff. We did not 
think, however, that any improvements in these respects would do more 
than help to meet increasing demands for medical service which we had 
excluded from our calculations. 

322. Our initial broad review of medical manpower in 1965-66 thus led us 
to the inescapable conclusion that this country faced a serious shortage of 
doctors then and in the years to come ; even the earliest action to improve 
the situation could not take practical effect for a number of years, by which 
time a substantial further defieit would have accumulated. Moreover, our 
calculations could not allow for the probable consequences of leaving the 
situation unchanged : the advances in medical care that would have to be 
forgone, the widening disparity between professional ideals and public 
expectations on the one hand and the actualities of medical practice on the 
other ; and, above all, the disheartening increase in frustration and overwork. 
All these were bound to add to the already considerable pressures towards 
emigration, and to the general air of pessimism which was perhaps the greatest 
obstacle in the way of improving the effectiveness with which Britain’s limited 
medical resources could be deployed. We therefore thought that we ought to 
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bring these conclusions to the notice of the Government, and to recommend 
urgent action to reduce the problem. 

323, In June 1966 we therefore addressed a memorandum, reproduced as 
Appendix 12, to the Secretary of State for Education and Science, with 
copies to the Minister of Health and the Secretary of State for Scotland ; 
in the following month representatives of the Commission discussed the 
matter with the Ministers concerned. We pointed out that there were three 
main ways in which the output of doctors in this country could be substantially 
increased : by setting up new medical schools or else (which for immediate 
practical purposes amounted to the same thing) by drastically remodelling 
and expanding existing schools ; by emergency arrangements which combined 
the potentialities of suitable university science departments, not already 
associated with medical education, with the facilities of hospitals not already 
engaged in undergraduate teaching; or by further marginal additions 
to the existing medical schools which would enable them to use their facilities 
even more intensively than they did already, especially at the preclinical stage. 
We recognised that the first two of these possibilities involved major decisions 
on policy and organisation on which we could not then offer considered 
views. Nevertheless, in view of the very long time that might be needed for 
making any specific arrangements, we thought that some further exploratory 
steps could be taken without seriously prejudicing our freedom to review all 
the possibilities of medical school development and, in our Report, to 
recommend those which after the fullest examination we thought to be the 
best. When we were appointed the Prime Minister had assured Parliament that 
our work would not stand in the way of urgent action in this field ; we were 
anxious to play our part in harmonising immediate requirements with long- 
term developments, by making our provisional advice available to the 
authorities concerned as action proceeded* Meanwhile, we thought that the 
maximum use ought to be made of the facilities of established medical schools, 
in so far as further expansion could be achieved quickly without any major 
departure from the present pattern. We acknowledged the efforts made by the 
University Grants Committee in investigating the possibilities of short-term 
expansion, and expressed our appreciation of the generous share of their 
limited resources which they had recently made available for medical educa- 
tion. We did not think, however, that the programme resulting from the 
Committee’s recent review exhausted the possibilities of immediate useful 
action. In making this review, the Committee and the universities concerned 
had necessarily to bear in mind the needs of other subjects because medical 
schools were competing for a share of a limited total allocation of money lor 
university building and consequential running expenditure ; we thought that, 
were additional funds to be made available specifically for expanding the 
preclinical facilities of medical schools, some planned developments could be 
accelerated and new possibilities of fruitful action would be disclosed that 
could not have been put forward in the earlier circumstances. In our view, 
the national interest required that these possibilities should be urgently 
investigated and exploited. A corresponding expansion of clinical teaching 
facilities seemed likely to present no serious difficulties, although we recognised 
that some expenditure would be required in this connection also. 

324. We therefore recommended, in our memorandum to Ministers in 
1966, that : 
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(a) specifically designated (“earmarked 55 ) additional funds, both capital 
and recurrent, should be made available to enable the earliest advantage 
to be taken of all worthwhile possibilities of short-term expansion at 
established medical schools ; 

(b) with the assurance that such additional funds would be available the 
University Grants Committee, in cooperation with the Health Depart- 
ments, should accelerate to the greatest practicable extent the implemen- 
tation of those schemes of short-term expansion at existing medical 
schools which it had found to be feasible and should conduct an urgent 
review of the possibilities of further quick expansion ; and that 

(c) the University Grants Committee and the Health Departments should, 
in consultation with us, continue to investigate the concrete possibilities 
of using the potentialities of additional institutions temporarily to 
augment the resources of medical education and to define the most 
promising proposals for the establishment of new permanent medical 
schools. 

325. Early in 1967 steps were taken by the Government to bring forward 
the redevelopment of the medical school and main teaching hospital at 
Leeds, which had not been expected to begin until after 1971. In March 1967 
we were asked to advise on the relative merits of other proposals for increasing 
medical school capacity ; we recommended strongly that one of these, the 
establishment of a new medical school at Southampton, should be put in hand 
as quickly as possible (see para. 387), and this was done. Meanwhile, we 
turned our attention to an assessment of the longer-term need for medical 
practitioners* 



THE LONG-TERM NEED 

326. The answers to many of the questions which we face in other chapters 
of this Report, e,g. the future size of medical schools, the number and location 
of new schools and the resources required for postgraduate training, depend 
to a great extent on forecasts of the number of doctors needed twenty or 
thirty years from now, the number of graduates needed annually from British 
medical schools and the number of places needed for students. Forecasts for 
periods as long as twenty or thirty years must inevitably be tentative and 
plans based on them must be flexible enough to be modified as circumstances 
change and as more information becomes available. We cannot, and need 
not, try to prepare firm and detailed estimates : a broad picture is sufficient, 

327, Our examination of the need for manpower over the next ten years 
(see paras. 318—321) was based on requirements which could be clearly foreseen 
in the main branches of the National Health Service. In respect of the 
hospital services we were able to use reviews made by the regional boards 
as a result of reports published some years previously on the hospital staffing 
structure in England and Wales* and in Scotland. f A conservative estimate 



* Report of the Joint Working Party on Medical Staffing Structure in the Hospital 
Service. H.M S.O., 1 961, 

f Report of the Committee on the Medical Staffing Structure in Scottish Hospitals. 
1964. 
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of unmet needs for general practitioners was derived from the rise in recent 
years in the average number of patients for each principal and the fall in the 
supply of assistants and trainees. These procedures cannot satisfactorily be 
extended to a forecast covering a longer period than ten years. Changes in 
the pattern of medical care (discussed in Chapter 2), trends in population 
density and structure, and changes in the demands made by patients will 
inevitably alter the relative number of doctors needed in the component 
branches of the National Health Service. he further ahead one attempts 
to look, the more arbitrary and unrealistic is any attempt to estimate the 
number of doctors needed in any particular branch of the Service. The need 
for a detailed study of future requirements is reduced by the fact that many of 
the most important factors which determine the number of doctors required 
— e.g, population size, standards of living and time needed for study and 
leisure-affect all branches of the National Health Service to much the same 
extent. 

328. We have approached the problem by investigating past changes in the 
total number of doctors working in Britain and the implications of these 
changes. Our assessment is based primarily on an extrapolation of broad 
trends which have shown themselves to be remarkably stable over a long 
period and should therefore provide a valid guide to the future even though 
deliberate policy decisions will partly replace the many uncoordinated 
influences which have operated in the past. 



THE NUMBER OF DOCTORS IN RELATION TO THE POPULATION 

329. Table 1 (p. 133) shows the size of the general population, the total 
number of doctors “ economically active ” as defined in Census reports, and 
the number of such doctors for each million of the population, in Britain at 
various dates between 1911 and 1965. The table also includes estimates for 
1975, based alternatively on the number of doctors expected if plans current 
in mid- 1966 continued unchanged and on the numbers that we think will be 
needed (see Appendix 12), 

330. The number of doctors for each million of the population — a number 
which we shall henceforth for convenience call the “ doctor— population 
quotient ” — has risen steadily over the period, despite some fluctuations. 
An assessment of the rate of increase in the quotient over the period as a 
whole depends to some extent on the year taken as the starting-point for the 
calculation. We could have chosen a starting-point arbitrarily or, more 
defensibly, we could have tried to find a year which appeared to fall in a 
period of “ normal ” supply and demand ; we thought it would be more 
satisfactory, however, to base our approach on the remarkable regularity that 
could be seen in the trend throughout the period between 1911 and 1961. 
We saw that an extrapolation of a smooth curve approximating to this trend 
would pass very close t o the point representing our previous estimate of likely 
needs in 1975 (see para. 318) ; we decided, in order to avoid unimportant but 
possibly confusing discrepancies between our short and long term approaches, 
to treat that point as firmly established. We found that if we drew through the 
1975 point a curve representing a constant rate of increase of 1-25 % annually, 
the curve would follow very closely the pattern of the values of the doctor- 
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TABLE 1 

Doctors and Population in Great Britain , 1911-75* 



Year 


Population 

{millions) 


Number of Doctors 
<e Economically Active ** 


Doctors for each 
million population 


1911 


40-83 


26*700 


654 


1921 


42-77 


27,760 


649 


1931 


44-80 


33,390 


745 


1951 


48-85 


48,220 


987 


1955 


49-55 


53*260f 


1*075 


1961 


51-28 


59*200$ 


1*154 


1965 


53*10 


62, 700 § 


1*181 


1975 


56-4011 


(a) 68,100 


1*207 






(b) 78,100 


1,385 



* Except where otherwise stated the figures are from Census reports of the “home popu^ 
lation” and total number of doctors occupied (whoIe=tim_e or part-time) in civilian practice. 
They may be taken to refer to the beginning of April, The estimates and projections relate 
to the middle of the Vear, To maintain conformity with the population projections, estimated 
numbers of doctors|trom 1965 onwards include those in practice in the armed forces* whether 
at home or overseas, 

f Estimate used [by the Willink Committee. 

t From 10% sample Census* adjusted for bias, 

§ Estimated by the Commission. 

!i As projected by the Government Actuary's Department in consultation with the 
General Register Offices of England and Wales and of Scotland, 

(a) Expected if medical school capacity increases as planned in mid-1966. 

(£) Need assessed by the Commission. 

population quotient found over the period between 1911 and 1961. The 
curve is shown in the graph on p. 134. 

331, The doctor— population quotient in 1921 was about the same as in 
1911 and was below the trend represented by the curve* no doubt at least 
partly because of the effects of the 1914—18 war. Between 1921 and 1931 the 
average annual rate of increase was close to 1-25% but not high enough to 
make up for the preceding shortfall : the later part of this decade was a 
period of economic depression. The 1941 Census was abandoned and there 
are no accurate statistics for the years between 1931 and 1951* a long period 
which included times of very varied prosperity as well as the 1939—45 war 
and its aftermath. Nevertheless the doctor— population quotient rose by 
slightly more than 1 -25 % a year during this period and continued to do so in 
1951— 61. Since 1961 there has been only a small rise in the quotient ; if we 
assume no change in the 1966 plans for medical school places* the quotient 
will be in 1975 only very slightly above the present level. 

332. The doctor-population quotient rose at a remarkably steady rate over 
the fifty years 1911-61 despite great variations in social and economic condi- 
tions and vast advances in science, medicine and the health services. In the 
later part of the period* however* the rate of increase seems to have accelerated 
a little. Because the length of a doctors education and training prevents supply 
from adjusting quickly to changes in demand, changes in the underlying 
demand for doctors could not be reflected in the rate of increase of the doctor- 
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population quotient unless such changes were maintained for a long time. In 
drawing the curve shown in the graph on page 134 we- have acted with caution 
both in assuming that the doctor— population quotient rose no more quickly 
towards the end of the period than at the beginning, and in keying the curve 
to an estimate of need in 1975 which was based on conservative assumptions 
independent of past trends. By 1965 the doctor-population quotient had 
begun to fall below the long-term trend ; this fall is consistent with the 
widespread claim that there are shortages of doctors both in hospitals and in 
general practice. If present plans for medical school capacity remain 
unchanged the gap between the long-term trend and the actual situation will 
widen greatly by 1975, 

FACTORS DETERMINING THE FUTURE DEMAND FOR DOCTORS 

i 333, In preceding paragraphs we have used the words need and 

demand which are commonly accepted as denoting real features of the 
situation. These concepts cannot be defined quantitatively, and moreover 
they are always specific to a particular population at a given stage of develop- 
ment ; in using them we do not imply that there is some absolute or optimum 
level of health services which can be measured and towards which we should 
aim. We do not believe that the health services in Britain are close to a stage 
where, on the assumption that all economic and social barriers were removed, 
they could meet all the demands likely to be made on them ; nor do we 
believe that, in the period with which we are concerned, such a possibility 
will seriously affect the likely course of future development. 

334, As we pointed out in Chapter 2, over the past fifty years rapid and 
continued progress in the treatment of disease and in the saving of life has not 
reduced the need for medical services, but has changed the nature of the need 
and revealed health problems which are more intractable and demand more 
resources. There are basic reasons for expecting similar changes in the future. 
If the life of a person who would previously have died in childhood from an 
infectious disease is saved (either by prevention or by alleviation or cure of the 
disease) he will, in the normal course of events, later suffer from the chronic 
conditions of old age. How such changes will alter the calls on medical 
services depends partly on patterns of mortality and morbidity and partly on 
the methods used to treat particular diseases. Although mortality in England 
and Wales has fallen steeply, the crude annual death rate has remained almost 
constant at 12 per thousand since the early nineteen-twenties : deaths have 
been postponed but not reduced in proportion to the size of the population. 
Available statistics are not adequate to show trends in the burden of sickness, 
but the pattern of change has probably been broadly similar to that of the 
death-rate. Since, in general, the chronic diseases of old age make a heavier 
demand on medical care than the briefer illnesses of youth, the changes 
discussed above will tend to raise the total demand for medical care, although 
the increased load on doctors may be partly lightened by greater and more 
efficient use of ancillary staff. We have no doubt that there will be notable 
advances in the prevention and treatment of the diseases of old age during 
the next twenty or thirty years, but the experience of the past suggests that 
improvement will be slow ; in any case, a greater expectation of life at later 
ages would be likely to call for the expansion of geriatric services. In Britain 
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and most of Western Europe over the last ten years the death-rates of men 
over forty-five years of age have changed little and have even shown some 
tendency to rise, 

335, We have been told that over the past decade the United Kingdom 
spent a lower proportion of its current national income on health services 
than any other advanced country for which adequate information is available.^ 
The relationship between health service expenditure and the health of the 
nation is a complex one which is affected by economic and social factors ; 
no clear correlation has been established between expenditure and the available 
indices of mortality and morbidity, but these indices are not very satisfactory 
for gauging the requirements of developed countries for improvements in 
medical care. As the prosperity of a population increases, there is pressure 
for a greater proportion of its income to be spent on less immediate medical 
needs. The weight of attention moves from death to illness, from the treatment 
of disease to the promotion of health. Measures of prevention such as 
screening for pre-disease conditions and regular medical examinations are 
more widely introduced. Psychiatric services are extended. We believe that 
such developments are desirable and will take place, provided that economic 
and social progress continues without serious interruption at about the same 
pace as in the past. On this assumption we expect the demand for expansion 
of the medical services to be at least as great in the next thirty years as it has 
been in the last. The necessarily high labour content of personal services, 
such as the health services, limits their potentiality for an improvement in 
productivity in the normal sense ; as the productivity of manufacturing 
industry rises, therefore, an increasing proportion of total national resources 
has to be spent on the health services simply to maintain their standards 
unchanged, since the workers in these services will share in the generally 
rising prosperity. A substantial part of the increase in health service expendi- 
ture in recent years has been due to this fact. 

336, Conclusions about future changes in the provision of health services 
in general do not necessarily imply corresponding changes in the number of 
doctors required. Even if there wcf’ no change in health service expenditure 
as a whole, some change might be justified In the proportion of such expen- 
diture which was devoted to the employment of doctors. There is some 
evidence that improvement in the medical and nursing staffing of hospitals is, 
apart from greater use of drugs, the only effective means of raising hospital 
patient turnover, and such an improvement thus makes an important contribu- 
tion to greater hospital efficiency ; but the extent to which this is a real 
economic gain, rather than a re-allocation of responsibility for medical care, 
is not clear. If we assume that the national income will grow by 3 % a year, 
that there will be no change in the proportion of current national income spent 
on health services, and that about one-half of the increase in expenditure on 
health services will be required solely to maintain current standards (see the 
preceding paragraph), we can expect that the number of doctors required will 
rise by 1-5% a year even if the employment of doctors takes no greater share 
of health service resources than it does now ; if u.e share of those resources 
given to the employment of doctors were to rise, the required increase in the 
number of doctors might be nearer 2 % a year. 
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337, Changes in the structure and organisation of the health services could 
alter the functions and, therefore, the distribution of doctors. Recently 
published reports* on the organisation of medical work in hospitals imply 
important possibilities of saving manpower by greater efficiency. A greater 
use of automation may also help by giving the doctor more time for his 
essential responsibilities. In Chapter 2 we suggested that no sudden revolu- 
tionary change in the pattern of medical services and care would occur, but 
that in general practice a gradual evolution of large group practices* perhaps 
based on health centres* would permit greater delegation of routine work and 
fuller use of efficient office methods and machinery. These and other improve- 
ments in organisation and in the structure of the National Health Service 
should help towards meeting the demand for better and more extensive 
services but will not* in our view, contain it in the near future. In Chapter 3 
we have stressed the urgent need for better professional training and better 
facilities for continued education and made recommendations about how they 
should be organized. These developments will make substantial demands on 
the time of the doctors who will be responsible for the teaching involved. 
Any large expansion of the intake of medical students will similarly require 
more manpower for teaching both at the undergraduate and* later* at the 
postgraduate level. As well as allowing for teaching responsibilities, we must 
make provision for the additional time that will be needed by doctors for 
study and continuing education, and for the greater leisure time that doctors* 
like other people* will expect to have in the future. The weekly hours worked 
at present by* for example* junior hospital doctors* are too long to permit the 
needs of education and leisure to be met. Finally* we must take into account 
the substantial number of doctors working in services which have little 
direct contact with patients* e.g. pathology, bacteriology and virology, and in 
research. Progress in medical technology will increase the requirements for 
laboratory services ; scientific research, as a whole, has probably been 
expanding more rapidly than medical services in recent years. 

THE TOTAL NUMBER OF DOCTORS REQUIRED IN THE FUTURE 

338, We believe that in view of the influences discussed in paragraphs 
333—337 provision should be made for the doctor— population quotient in 
Britain to continue to rise at a rate no lower than in the past. Although the 
organisation and efficiency of doctors 5 work will probably improve there are 
clear signs of pressures the satisfaction of which could require an annual rate 
of growth higher than the 1 -25 % that has been maintained in the past. Much 
will depend on the speed of social and economic progress, but in our firm 
opinion the needs of the future will not be met by an annual growth rate of 
less than T5 % in the doctor— population quotient* subject to the modification 
that we suggest in paragraph 343 to take account of future changes in the 
age-structure of the population, 

339. Our calculations so far have been based on the total population 
without reference to the divisions within it. For our purpose die most 
important differences arc those related to age. Over the past fifty years there 
have been great changes in the age-structure of the population. The proportion 
under fifteen years old has fallen from 31 % in 1911 to 23 % in 1966 ; it was 

* See the first footnote on p. 37, 
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even lower before the post-war increase in the birth rate. The proportion 
over sixty-five years old has risen steadily from a little over 5% in 1911 to 
about 12 % in 1966. Over this period there have been changes in the demands 
made on medical services by a typical person of a given age, as the incidence 
of the infectious diseases of the young has fallen and chronic conditions have 
become more prominent. The information available is not adequate to show 
quantitatively the total effect of these changes on the doctor-population 
quotient, but the regularity with which the quotient has increased in the past 
suggests that failure to allow for such changes is not a serious shortcoming 
when our object is to make only a broad assessment. 

340. Over the past ten years, the official estimates of future population size 
and structure have been much modified as the higher birth rates since 1947 
have come to be accepted as a long-term feature of British demography. 
The expected total population has risen and the expected proportion of old 
people has diminished. Moreover, nearly half of the persons who are expected 
to be alive in 1995 have yet to be born. If eventually the actual size of the 
population were very different from that now forecast our prediction of the 
future need for doctors would be considerably affected. 

341. To examine the effects of population size and age-structure on the 
future need for doctors we have estimated the relative amount of medical care 
required by each age group. For this purpose we have used a simplified 
version (shown in Appendix 13, Table 1) of the values arrived at, after a 
careful investigation, by a Swedish Royal Committee which reported in 1961.* 
The Swedish assessment was made in terms of cost, and is therefore not 
directly related to the calls on doctors’ time, but changes in the latter will 
probably show a roughly similar pattern. The figures that we have used give 
more weight to the requirements of older people, and less to those of young 
children, than might be expected in Britain on the basis of the past incidence 
of sickness and comparative rates of consultation with general practiti oners. f 
We are concerned with the future, however, and the differences in need between 
the young and the old, and particularly between people under and over the 
age of 40 or thereabouts, seem likely to become progressively greater. More- 
over, for our present purpose we do not need to measure these differences 
very accurately : a broad description is sufficient. 

342. We have examined the effect of adjusting the population figures for 
Britain between 1931 and 1975 on the above basis, to take account of the 
differences in medical care requirements implied by changes in the age-structure 
of the population during that period. Although such an adjustment would 
probably be greater than would strictly be justified (there was still a great deal 
of infectious illness among children in the early part of the period) the 
consequential change in the trend of the doctor-population quotient 
would be small : the annual growth rate would remain at 1-25% between 
1931 and 1975, or nearly 1*5% for the period from 1951 to 1975. 



* The Needs of Medical Education and Medical Progress. Stockholm, Government 

Pr tSec £ LOGAli! W. P. D., and CUSHION, A. A., Morbidity Statistics from General 
Practice, Vol. 1. General Register Office Studies in Medical and Population Subjects, 
No. 14. H.M.S.O., 1958. 
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343, The expected age-structure of the population in the future suggests, 
in the light of this analysis of the relative requirements for medical care of 
each age group, that the growth of medical care requirements of a given 
population will be lessened over the next thirty years — slightly over the next 
ten years and appreciably in the more distant future. Appendix 13 (Table 2) 
shows, for example, that the requirements of a given number of people in 
Britain in 1995 will be only 96*3 % of the requirements of the same number of 
people in 1975. This probable lessening in requirements for medical care is due 
to an expected increase in the proportion of the population under forty years 
old, whose demands for medical care are lightest, and an expected decline in the 
proportion aged between 50 and 69 : the proportion aged 70 or more will 
probably rise quite considerably, but the number of people of such age will 
not be large. We think therefore that the number of doctors required for 
each million of the population after 1975 will be somewhat less than that 
implied by the underlying growth rate of 1*5 % (see para. 338) ; the provision 
of this smaller number would call for an annual growth rate of roughly 1-3 %. 
Estimates of future requirements, modified for age-structure, are shown in 
Table 2 below and in the graph on page 134. 

table 2 

Number of Doctors Required Between 1975 and 1995 to Maintain the 
Growth Rate thought desirable by the Commission in the 
Doctor-Population Quotient 



Year 


Population 

(millions) 


Doctors Required for 
each million population 


Number of Doctors 

Required 


1975 


56-4 


1,385 


78,100 


1980 


58-4 


1,484 


86,700 


1985 


60-6 


1,590 


96,400 


1990 


63-6 


1,691 


107,000 


1995 


66*5 


1,801 


119,800 



344. These modified estimates of future need are related not directly to the 
size of the population but to the requirements of the population for medical 
care ; an important consequence of this is that the estimates are likely to be 
less influenced by errors in the population forecasts. Experience suggests that 
if our assumption about future economic progress (see para, 336) is valid, 
the present estimate of the ages to which persons now living will survive is 
likely to be sufficiently accurate for our purpose. Estimates of the numbers 
who will be born in future years are, of course, much more speculative ; but 
although people not yet born will form nearly one-half of the population in 
1995 they will, according to our calculations, give rise to only one-third of the 
expected demand for medical care at that time. 



345. Any estimate of the number of doctors needed twenty-five or thirty 
years from now will vary greatly according to the assumptions made about 
the growth of demand. If we had reckoned that after 1975 the doctor- 
population quotient should increase annually by, for example, 1 % instead of 
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roughly 1-3%, our estimate of the number of doctors needed in 1995 would 
have been lower by 8,000 (7%) than that given in Table 2, Moreover, adjust- 
ments in the supply of newly-qualified doctors must be slow, because of the 
length of the education and training required. Our forecasts should be taken 
as only very rough indications of future requirements ; they should be 
reviewed continuously and amended to take account of new information and 
developments. 

346. Comparisons with other countries can be useful if they are made with 
the great caution that is necessary because of differences in definitions, in 
social and economic conditions and in the structure and organisation of 
health services. Table 3 below shows the doctor-population quotient in the 
early nineteen-fifties and the early nineteen-sixties, in a wide range of countries 
for which data have been compiled by the World Health Organisation ; 
the table also gives the average annual rates of increase over the period for 
each country listed. In the table are included all countries with a high doctor- 
population quotient, except those whose returns were not strictly comparable 
with the British figures shown in Table 1 . 

347. The doctor-population quotient in Britain was about 987 in 1951 and 
1,154 in 1961. Among the many countries in Table 3 which had substantially 
more doctors for each million of the population in those years were, for 
example, the U.S.A., Belgium, the Federal German Republic and Australia, 
Thus there is no reason for thinking that the doctor-population quotient in 
Britain is nearing a limiting or “ saturation ” level. Moreover, in all the 
countries listed the doctor-population quotient rose in the interval between 
the specified years. The annual rate of increase varied from 0T % in Switzer- 
land to 5*3 % in Czechoslovakia, averaging about 2*2% per year. The average 
annual increase of 1 -6 % in the doctor-population quotient in Britain between 
1951 and 1961 is modest in comparison with the experience of some other 
countries. Even if the doctor-population quotient increases at an annual rate 
of 1-3%, as suggested in para, 343, Britain will not achieve for many 
years a greater number of doctors for each million of the population than 
some countries had already reached in 1963. 

348. Likely future developments in other countries are also instructive, 
Sweden’s plans are of most immediate interest for comparison because of the 
thorough examination of future needs made by the Swedish Royal Committee 
on the Needs of Medical Education and Medical Progress,* which paid 
particular attention to the relationship between expenditure on health services 
and changes in the national income. The doctor-population quotient in 
Sweden in 1959 was about 870, considerably lower than in Britain at that time, 
but the student intake of the medical schools was substantially higher, in 
proportion to the population, than in Britain, The Committee estimated that 
if the student intake remained unchanged the number of doctors would rise 
to a level which would give a doctor-population quotient of 1,430 in 1980. 
The Committee thought that this was not adequate, however, and suggested 
provisions to increase the number of doctors to a level which would give in 
1980 a doctor-population quotient between 1,780 and 1,990. To reach these 
values, which are higher than the requirements we have estimated for Britain 



* See the first footnote on p, 138. 
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TABLE 3 

The Doctor-Population Quotient * in Certain Countries 
in the Early 1950s and Early 1960s 



Country 


A 

Early 

Nineteen- 

fifties 


B 

Early 

Nineteen- 

sixties 


c 

Average Annual 
Increase ( %) 
between dates 
shown in Cols . 
A and B 


Czechoslovakia 


910 (1950) 


1,750 (1963) 


5-3 


Hungary 


1,050 (1952) 


1,5,70 (1963) 


3*4 


Sweden 


710 (1951) 


1,040 (1963) 


3*2 


U.S.S.R. 


1,320 (1950) 


1,960 (1963) 


3*1 


Belgium 


1,000 (1951) 


1,430 (1963) 


3-0 


Australia 


1,000 (1952) 


1,370 (1963) 


2*9 


Netherlands 


830 (1952) 


1,140 (1963) 


2*9 


Rumania 


910 (1950) 


1,280 (1963) 


2*7 


France 


830 (1950) 


1,150 (1963) 


2*5 


Denmark 


1,040 (1950) 


1,320 (1963) 


1*9 


Great Britain 


987 (iPJI) 


1,154 (1961) 


1*6 


Fed. German Republic 


1,350 (1953) 


1,540 (1963) 


1*3 


Japan 


1,000 (1952) 


1,090 (1962) 


0-9 


U.S.A. 


1,310 (1950) 


1,450 (1963) 


0*8 


Canada 


1,020 (1950) 


1,120 (1962-3) 


0*7 


Norway 


1,050 (1952) 


1,120 (1962) 


0*6 


Switzerland 


1,300 (1951) 

\ 


1,320 (1963) 

1 


0*1 



* Number of doctors for each million of the population. 

Source: W.H.Q.: World Health Statistics Annual, 1962, Vol, III for all countries 

except Great Britain. The measures for Britain are taken from Table 1 on p. 133 above. 



in 1995, the Swedish doctor-population quotient would have to increase 
between 1959 and 1980 at an annual rate between 3-4% and 3-9%. Table 3 
shows that in the period 1951-63 the Swedish rate of increase was 3*2 % a year. 

349. An extensive examination of medical manpower in Canada, made for 
the Canadian Royal Commission on Health Services, was reported in 1964. f 
Considerable weight was given to a projection of needs for doctors based on a 
continuing increase in the doctor-population quotient at the annual rate 
experienced in 1951—61. On this basis the quotient would rise to about 1,500 
by 1991 * to achieve such an increase the output of medical graduates of 
Canadian origin would have to rise more than threefold, perhaps to about 
2,750 a year, by about 1990, These calculations suggest that the demand for 
doctors in Canada will be rather similar, in relation to population, to that 
which we have estimated for Britain and will be hard to meet without sub- 
stantial immigration : at present about one-third of the doctors who enter 
practice in Canada are new immigrants. 



t JUDEK, S„ Medical Manpower in Canada. Ottawa, The Queen’s Printer, 1964. 
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350. In the United States the present output of medical graduates (about 
7,800 in 1966) is low for the size of the population to be served (200 million, 
nearly four times that of Britan'). Heavy immigration of doctors has 
contributed substantially to the high doctor-population quotient (1,450 in 
1963). An attempt is being made to increase medical school enrolment by 
50% between 1966 and 1976 : by 1966 thirteen new medical schools, in 
addition to the 84 then offering the full medical course, had been authorised ; 
the establishment of six or seven more had been virtually decided and many 
more were proposed. This expansion will not be enough, however, to meet 
the increasing demand which is expected as income rises. 

LIKELY FUTURE LOSSES AND GAINS 

351. The number of medical graduates required annually from British 
medical schools, if the number of doctors in active practice in Britain is to 
reach the levels suggested in Table 2 on p. 139, will depend on the number of 
doctors gained and lost in other ways. We shall now discuss the assumptions 
that we have used in estimating these gains and losses, although the detailed 
calculations will not be given. Some of the factors to be considered have 
already been discussed in our assessment of short-term needs (see paras. 
318-321 and Appendix 12), and need only be touched on briefly here. Our 
starting-point is an estimate of the number and the ages of doctors in Britain 
in 1965, This estimate, which is set out in Appendix 13 (Table 3), has been 
constructed of material from a variety of sources considered accurate enough 
for our present purposes, though none is completely satisfactory. 

Death and Retirement of Doctors now working 

352. Our calculations of the likely future mortality of doctors, by sex and 
age, have been based on the estimates prepared by the Government Actuary’s 
Department, in consultation with the General Register Office, for the popula- 
tion of England and Wales as a whole. The differences between doctors and 
the general population in the incidence of death by age and sex have varied 
from time to time, but on the whole have been small. The potential service 
now lost through the deaths of people of normal working age is proportionately 
very small, so any inaccuracy in our assumptions about mortality is unlikely 
to cause more than a slight error in our ensuing estimates of the number of 
doctors surviving from those now at work. 

353. There are difficulties in estimating the proportion of men and women 
doctors economically active in each age group, both now and in the future. 
For men the last reliable Census information is for 1951,* when the proportion 
of elderly men reported as economically active was larger among doctors 
than in other occupations. Census reports probably understate the number 
of women doctors, because many not actively employed as such are probably 
recorded as “ housewives ”. Special estimates and projections were provided 
by the Government Actuary’s Department for the Willink Committee, which 
reported in 1957.f The Willink Committee assumed, though admittedly on a 



•The corresponding information for 1961 was obtained from a 10% sample of the 
population ; its value for our present purpose is limited because of the high random 
sampling errors involved, 
t See the second footnote on p, 127, 
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highly speculative basis, that as doctors acquired pension rights under the 
National Health Service superannuation scheme the proportion of elderly 
doctors working would gradually decline, until 1988, at the same rate for 
women as for men. 

354. There is no clear evidence either to justify or to cast doubts on the 
Willink Committee’s assumptions in this connection. The proportion of 
elderly doctors who continue to practise seems likely to decline although the 
extent of the fall must depend on economic and social progress, on the relation 
between supply and demand for doctors and on other factors. On the basis 
of more recent information we have, however, made a number of modifications 
in the Willink Committee’s projections of proportions economically active, 
by age and sex : for example, in the light of the findings of a survey carried 
out by the Medical Practitioners’ Union in 1962-63* we have adjusted the 
proportion of younger women < tors assumed to be at work in the future. 
The proportion of men and women doctors consequently assumed to be still 
in practice, at five-year intervals up to 1990, is shown in Appendix 13 (Table 4), 
By applying these figures to the number of doctors likely to survive from the 
present total (see para, 352) we have estimated the number of doctors now 
working who will not be at work in the future ; these numbers are shown 
in Appendix 13 (Table 5). Obviously these estimates are tentative and should 
not be regarded as exact. We see no reason why there should be any variation 
in the course of time in our estimate (see Appendix 13, Table 4) that 99 % of 
the men under 60 years old will remain economically active. The future 
contribution of women doctors and of older doctors to medical practice is 
less certain, 

355. The survey carried out by the Medical Practitioners’ Union in 1962-63 
revealed that of the women doctors who were then working over 40 % were 
working part-time. In our study of the trend of the doctor-population quotient 
(see paras. 329-332) no allowance was made for the fact that some doctors 
work part-time. The proportion of women doctors and their average contribu- 
tion in terms of full-time equivalent work did not matter in this connection 
so long as these figures remained roughly constant over the period studied. 
In fact, although the proportion of men and women doctors in different 
age-groups varies because of changes in the relative numbers of each sex 
entering and leaving the profession at different times, there are only small 
differences in this respect between the age-groups that are most important 
in the present context. The proportion of women among the doctors in 
active practice was the same in 1965 as in 1951 (about 16%). 

356. We shall discuss below (para, 361) the likely proportion of future 
entrants to medicine who will be women. For the moment we are concerned 
only with the contribution likely to be made to medical work by women who 
have entered medical practice. Those who do not get married seem to give 
as much service to medicine, and by and large to go as far in the profession, 
as their male counterparts. The majority achieve some qualification beyond 
their basic degree and we have found a widespread recognition that in addition 
to their equal competence in most fields of medicine women make a 

* Women in Medicine. Medical Practitioners’ Union and Office of Health Economics, 
1966 , 
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particularly valuable contribution in certain branches of medicine. But many 
withdraw from medical services either permanently or temporarily, in 
consequence of getting married and having children or because of other family 
responsibilities. Although women doctors tend to marry at a later age and 
not so commonly as women in general, the proportion who marry is increasing: 
it is now about 70% and might well rise to 80-90% in the foreseeable future. 
Even more important in this context is the effect of having children, for 
although some women withdraw from active practice immediately on marriage 
far more do so when they have children, A substantial number seem to 
assume at this stage that their medical career is over, but most are prepared 
to return to practice as soon as — and to the extent that — their family 
responsibilities allow them. We have been told* that women doctors on the 
whole make more use of their qualifications than women with higher education 
in other fields. Many women doctors wishing to take up practice again are 
unable to do so, however, either because of domestic obstacles or because 
they cannot find suitable work ; many are deterred by the addition to their 
family’s tax liabilities that their earnings would involve. The survey carried 
out by the Medical Practitioners’ Union showed that the proportion of married 
women doctors who were working varied according to the age of their 
children, as might be expected. Even among those with children under five, 
two-thirds were working to some extent, but altogether about 1,000 women 
doctors were involuntarily unemployed, and another 1,000 would have liked 
more work than they had. These two groups together amount to the equivalent 
of perhaps 400 full-time doctors who could be brought into employment if 
suitable work were available, and if the right help and encouragement were 
given. The loss of their services alone requires the annual admission of 
perhaps fifteen students to the medical course ; thus, women doctors already 
available could— and in our view should — contribute substantially more to 
medical work than they do at present. The loss of their potential services 
will mount as the number of women doctors increases, as marriage becomes 
more nearly universal and as childless families become less common for women 
doctors, although the tendency to have children at shorter intervals may 
reduce the length of time that a woman doctor is necessarily prevented from 
working because young children need her attention. There clearly exist 
possibilities of an increase in the contribution of women doctors to medical 
practice as well as influences which tend to reduce it. We have not been able 
to make a satisfactory quantitative assessment of the total effect of all these 
factors but we believe the net effect will be small and we have made no 
allowance for any consequent change in the future contribution of women 
doctors to medical practice. As women doctors constitute only 16% of the 
number of doctors working, and a smaller proportion in terms of “ full-time 
equivalents ”, any error in our estimates which arose from our simplified 
approach should be unimportant for our purposes, 

357, As we have pointed out above (para. 353), the proportion of older 
doctors who remain in active practice is hard to estimate reliably. We have 
also had difficulty in finding out the kind of work done by the large proportion 
of older doctors who, according to the Censuses, remain at work. Since only 
a minority of doctors at work after sixty-five are employed in the National 



* Evidence of Mrs, M. Jefferys, on behalf of the Medical Practitioners’ Union, 
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Health Service (including general practice), compared with about 80% of 
those aged 65 or less, many presumably change the form of their work at 
about the age of 65, The Census category “ economically active ” may imply 
for those over 65 a kind of work commitment different from that of younger 
doctors and perhaps, to some extent, means that they are “ available for 
work ” rather than fully engaged in work. We therefore calculated likely 
future losses separately for doctors over and under 65 years old ; we found, 
however, that although the two sets of results differed in particular years they 
were almost exactly the same on average for the period 1965-95. We believe 
that the “ economically active 55 older doctor probably contributes propor- 
tionately less to medical work, on average, than his younger counterpart, 
but our calculations have shown that our estimates of future losses would not 
be much changed if we allowed for this difference. Alteration of our assump- 
tions about the age of retirement could have more effect. Doctors’ decisions 
about retirement will be influenced by the future situation in the medical 
profession, including the outcome of our own recommendations. But because 
older doctors are relatively few the estimates are not likely to be severely 
impaired by wrong assumptions in this connection. 

Migration 

358. Estimates of emigration and immigration, based on recent experience 
and trends, were made for our assessment of immediate needs (Appendix 12, 
Annex), when we assumed that over the next ten years there would be annually 
an outflow of 430 doctors (300 to developed countries and 130 to raise the 
numbers temporarily serving in developing countries) and an intake of 250 
from permanent or semi-permanent migration : the annual net loss would 
thus be 180 doctors. So many imponderable factors influence migration that a 
projection for more than about ten years ahead cannot be more than a guess. 
We believe that the pressure on British doctors to emigrate to developed 
countries will be in future at least as strong as it is now. We have referred 
earlier (para. 349) to the difficulty that Canada will face in meeting its future 
needs for doctors without substantial reliance on migrants from other 
countries ; likewise the United States (para. 350) will be unable to meet its 
likely future demand from its own resources and will, according to a recent 
estimate,* need to admit perhaps 2,000-3,000 doctors from overseas each year. 
The developing countries will also need (largely on secondment or short-term 
contracts) many more doctors than they can themselves supply, but their 
economic and social conditions may prevent their attracting from elsewhere as 
many doctors as they would wish. We expect a continuing steady inflow of 
doctors from Irelandf and the older Commonwealth countries for permanent 
employment in Britain. There have been signs of a fall in the numbers from 
these sources but this may not persist in the long term. We suggested earlier 
(para. 320) that medical demands in Britain ought not be met by permanent 
or semi-permanent immigration from developing countries whose own needs 
were enormous, and in our assessment of immediate requirements we assumed 
there would be no increase in the number of such doctors serving in Britain. 
As a means of solving our long-term problems reliance on migration from the 
developing countries would be even more undesirable. Moreover, many of 



* RTJHE, C. H. W. Journal of the American Medical Association, 19 66, 198, 10, p. 1094. 
t Evidence of the Northern Ireland Ministry of Health and Social Services. 
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these countries are greatly concerned about the emigration of their doctors 
and may try to prevent it. 

359 , Future migration might be affected by the entry of Britain into the 
European Economic Community. We cannot assess in terms of numbers the 
consequences of such major economic and political changes, but we do not 
think that as a result of such changes Britain will, in the long term, necessarily 
lose more doctors than it gains by migration. Contrary to widespread belief, 
Britain has not over the past thirty or forty years suffered a net loss of doctors 
through migration, Some estimate of past migration can be made by 
comparing the number of doctors reported at each Census with that reported 
at the previous Census, after taking account of the number who had died 
and the number admitted to the Medical Register after qualifying at medical 
schools in the British Isles (about a quarter of whom were normally resident 
in overseas countries- — which include Ireland, for our purposes — and should 
therefore be excluded from the calculation). On this basis, net migration in 
1931—51 appears to have been negligible ; in 1951-61 there seems to have 
been, on balance, a gain of about 150 doctors a year, because of an increase 
of about 300 a year in the number of overseas doctors, largely from developing 
countries, employed in British hospitals. We think therefore that although 
past movements have been erratic and have had many causes the evidence 
does not suggest that over a long period Britain will experience a heavy net 
loss of doctors in purely numerical terms, unless there is a substantial increase 
in emigration or a substantial reduction in the influx of doctors from other 
countries. For the purposes of our estimates, which can only be provisional 
and should be kept under review, we have assumed that the net emigration 
which we earlier took as 180 a year for the period 1965-75 (see Appendix 12, 
Annex) will be reduced after 1975, We have assumed that in 1975-80 there 
will be an annual loss of 100 a year and that after 1980 losses and gains by 
migration will be roughly equal. 

Loss of Future Graduates by Death and Retirement 

360, In paragraphs 352-357 we discussed the likely future rates of death and 
retirement (permanent or temporary) among the doctors already working in 
Britain, The magnitude of the loss by death and retirement of those doctors 
who enter practice in future years will depend partly on the number who 
graduate each year : we cannot forecast this precisely but any reasonable 
estimate of future losses for these causes will probably be accurate enough 
up to thirty years ahead, because the proportion who will have died by then 
will be small and the proportion not “ economically active ” will be much the 
same in each of the relevant age groups, 

361, The proportion of women among future entrants will have an 
important effect on the average period of service that can be expected, since 
relatively more women than men tend to withdraw prematurely from practice, 
either permanently or temporarily (see para, 356). In 1964, 18 % of the young 
people leaving school in England and Wales with three or more G.C.E. 
“A” level passes in science subjects, and 21 % of those with two or more such 
passes, were girls ; the proportion of women among the present students in 
British medical schools (see para. 301) is a little higher. Since few women 
take up engineering or other technologies there are relatively more available 
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for other science-based careers, including medicine ; between 1955 and 
1965 the proportion of pupils who gained “A" level passes in all the main 
science subjects rose considerably more for girls than, boys.* In addition, 
changes in medical school admission requirements, on the lines we have 
recommended in Chapter 5, could raise the number with the requisite 
qualifications relatively more for girls. We believe that girls will form an 
increasing proportion of the school-leavers who are qualified to enter the 
medical course and probably, although not necessarily, of those who wish to do 
so. We have no basis, however, for predicting a long-term trend, and therefore 
assumptions and calculations in this connection, among others, may well need 
revision later. For our present purposes we assume that women will continue 
to form about the same proportion as in recent years of the number of newly 
qualified doctors, which, we assume, will be much larger than hitherto. 

FUTURE NEEDS FOR MEDICAL GRADUATES AND MEDICAL SCHOOL PLACES 

362, Table 4 shows, for 1965-74 and each five-year period between 1975 and 
1994, the approximate average annual number of British-residentf medical 
graduates that will be needed from British medical schools if the number of 
doctors that we think Britain will require (see para. 34,3) is to be met, on the 
assumptions about future gains and losses discussed in paragraphs 352-361. 



table 4 

Average Annual Number of British-resident Medical Graduates Needed, 

1965-94 



Period 


Average Number of Graduates Needed Annually 


1965-74 


3,100 


1975-79 


3,500 


1980-84 


3,850 


1985-89 


4,250 


1990-94 


4,550 



363, In recent years about 10% of the students who entered medical 
schools failed to graduate, t No selection procedure can be perfect ; apart 
from academic failure, some students will inevitably be lost from the under- 
graduate medical course because of illness or change in career intention, or 
because of personal circumstances. Nevertheless in some university disciplines 
wastage has been reduced to lower levels. We hope that improvements in the 
undergraduate medical course, recommended in Chapter 4, will lead to some 
reduction in wastage from the course, with a consequent improvement in the 
supply of doctors as well as in the efficiency of their education. No adequate 



* Statistics of Education, Part Three, 1965, Table 8, H.M.S.O.. 1967, 
f Those who are classified by the University Grants Committee as “home-based”, 
i.e. regarded as being normally resident in Britain on admission to the medical course. 
Students from other countries who remain to work in Britain permanently are counted 
as immigrants in our estimates. 

t University Grants Committee. Report on University Development, 1959-62. H.M.S.O., 
1963. 
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basis is available, however, for the prediction of future changes in under- 
graduate wastage ; we have therefore decided to assume that, over the period 
to which our forecasts relate, undergraduate wastage will continue to be 10%, 
including the uncertain but perhaps not negligible number of graduates who 
fail to register and practice as doctors. On the basis set out above we 
calculated the annual intake of students that would be required to produce the 
number of graduates shown in Table 4. Given a five-year course and the 
impossibility of expanding the capacity of British medical schools substantially 
in less than several years, the intake required cannot possibly be achieved in 
the next few years. In Table 5 we have set out the average actual intake 
achieved in the years 1960-64, and the average annual intake which would be 
required in each five-year period from 1965 to 1989 to give as rapid a build-up 
as we think practicable towards the annual number of graduates needed. 
The attainment of the output shown in Table 5 would prevent the already 
inevitable deficit of doctors from becoming much worse, in absolute numbers, 
and would gradually reduce the deficit in relation to the total number of 
doctors in Britain. We recommend that the intake figures shown in Table 5 
be adopted as immediate targets for planning. 



table 5 

Average Annual Intake of British-resident Students Recommended, 1960-89, 
and Resulting Annual Output of Graduates, 1965-94 



Year 

of 

Entry 


Average Annual 

Intake 

Recommended 


Year 

of 

Graduation 


Estimated Annual 
Number of 

Graduates 


1960-64 


(2,030) 


1965-69 


1,830 


1965-69 


2,600 


If 70-74 


2,350 


1970-74 


3,500 


1975-79 


3,150 


1975-79 


4,300 


1980-84 


3,850 


1980-84 


4,700 


1985-89 


4,250 


1985-89 


5,000 


1990-94 


4,500 



364. Attainment of the numbers suggested in Table 5 will mean that British 
medical schools will, over the next twenty years, more than double the 
demands which they currently make (about 2,430 in 1967-68) on the pool of 
educated ability in Britain. The future size of the pool was thoroughly 
examined by the Robbins Committee* only a few years ago. The Committee 
was convinced that the great expansion of higher education which it 
recommended would not involve a lowering of standards as a result of a 
shortage of students with sufficient intelligence. The Government accepted 
the Committee’s Report and has acted accordingly. Since the Committee 
reported, the number of students qualifying for entry to university has risen 
faster, but the actual university intake has been slightly lower, than the 
Committee forecast. The Committee’s estimates seem adequate, however, 
for our present broad assessment. 



* Report of the Committee on Higher Education, Cmnd. 2154. U.M.S.O., 1963. 
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365, Table 6 relates the past and recommended future intake of medical 
students to the Robbins Committee's estimates of the size of various sections 
of the population from which medical students are drawn. Because the age 
range is not the same in all the groups referred to in Cols, A-E of Table 6, 
the figures in different columns arc not exactly comparable, but the trend is 
adequately illustrated by the table as a whole. 



table 6 

Numbers Qualifying for and Entering Higher Education , 1955-84 . 



Year 

of 

Entry 


A 

Total 

Aged 

15-19* 

{thousands) 


B 

Qualifying 

to 

enter 

University^ 
( thousands ) 


c 

Intake 

of 

Univer - 
sitiest 
(thousands) 


D 

Intake 

of 

Science 

and 

Technical 
Courses § 
in 

Univer* 

sities% 

(thousands) 


E 

Intake 

of 

Medical 
Schools 
( thousands ) 


F 

Col. E 
as a 

percentage 

of 

Co l B 


1955-59 


3,137 


168 


130 




9*6 


5*7 


1960-64 


3,433 


263 


174 


105 


10T 


3 ‘8 


1965-69 


4,173 


354 


233 


146 


13 0 


3*7 


1970-74 


3,693 


386 


258 


161 


17*5 


4*5 


1975-79 


4,016 


495 


354 


222 


21*5 


4*3 


1980-84 


4,547 


630 


4531* 


28411 


23*5 


3*7 



* At start of period. 

t With at least two G.C.E. “A" level passes or three Higher and two Lower level passes in 
Scottish Leaving Certificate. 

t Including Colleges of Advanced Technology. 

8 Including medical courses, 

j| Ar anting no increase after 1980, when the Robbins Committee’s detailed projections 
end. 

366. The numbers in Column E of Table 6, which relate to those entering 
medical schools, are of course only a small proportion of the relevant age 
group, though they are a significant share of those who enter university 
courses. As is shown by the figures in Column F of Table 6 ? over the period 
in question entrants to medical schools constitute a variable proportion of 
those who qualify for entrance to a university, and one which shows no 
consistent tendency to rise or to fall. In the period 1980-84 the proportion is 
expected to be less than it was during the years 1955-59, which was a period 
of contraction in medical education. The need for expansion of the numbers 
in many professional and skilled occupations will doubtless demand that 
resources of ability in Britain’s youth shall be used to the best advantage. 
We are convinced that medicine must have its proper share of these resources. 

367, We have shown that a rise in the annual number of British-resident 
students accepted by British medical schools to at least 5,000 over the next 
twenty years is both necessary if a satisfactory number of doctors is to be 
provided in this period, and practicable in terms of the number of able 
students who will be available ; to this intake should be added perhaps 
200 overseas students by 1975, and a larger number thereafter (see para. 554), 
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Our approach has been a broad one. No estimate ranging so far ahead could 
be exact. We think that for the next few years long-term plans should be 
made with the aim of reaching an annual British-resident medical student 
intake of at least 5,000 by 1990 ; in the next chapter we discuss the way in 
which we think this expansion in entry should be accomplished. Some changes 
in plans may be required in the future as needs are reviewed (see para, 345) 
and more information becomes available, but such changes are not likely to 
be big or difficult if the initial target that we recommend is accepted, 

368. We recommend that provision be made by the Health Departments 
for the routine collection of the information required as a basis for the 
calculation of future requirements for medical manpower. Accurate statistics 
should be made continuously available of the relevant characteristics of all 
doctors who are working in Britain, including their training and qualifications, 
age, place and field of practice, length of stay in this country and other 
matters : an amplification of the General Medical Council’s present registra- 
tion procedure would help considerably to meet this need. 
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CHAPTER 7 



THE PROVISION OF UNDERGRADUATE MEDICAL SCHOOLS 



THE SIZE OF MEDICAL SCHOOLS AND TEACHING HOSPITALS 

369. We have demonstrated that well before the end of this century the 
capacity of the undergraduate medical schools in Britain ought to be expanded 
to provide for an intake In the region of 5,000 a year. We have given much 
thought to the relative contribution that can be made to the achievement of 
this aim by the expansion of medical schools already existing or planned and 
by the establishment of new schools. We cannot assess the relative cost of 
these alternatives. The potentialities of sites and the cost of buildings must 
be examined in terms of specific proposals: the responsible authorities will 
be able to compare the possibilities and costs of redeveloping present sites 
with those of new development elsewhere, as each opportunity arises. We 
think, however, that the fullest use must be made of resources already available 
and that the establishment of new medical schools should be considered only 
to the extent that the need cannot be met otherwise. 

370. To help our consideration of the possibility and desirability of expand- 
ing the present medical schools, we asked each university in Britain with a 
medical school, except the University of London (see Chapter 9), to tell us 
what had determined the present or planned size of its medical student intake. 
We found that in most the determinants had been practical local considera- 
tions; few universities suggested that there was an optimum size for a medical 
school, and where they did we thought that their definition of the optimum 
was closely related to their own experience and plans. 

371. The range of instruction that a modern medical school ought to 
provide, both in medical sciences and in clinical subjects, is very wide* the 
school’s complement of staff in each subject must be big enough to cover the 
main branches of the subject and to provide a strong intellectual community* — 
a 44 critical mass ”, as one witness put it — in which the growth of new ideas 
is stimulated by constant interchange of thought and experience. Staffing 
on this scale, and the equipment that is needed if certain scientific subjects 
are to be adequately taught in the future, cannot, within the limits of money 
and the number of potential teachers likely to be available on any reasonable 
estimate, be provided for many more medical schools than Britain has 
already. The fullest use must be made of the limited number of properly 
staffed and equipped schools that can be made available. We think that 
the provision of the complex and expensive facilities required in a medical 
school in the future cannot be economically justified for those with an annual 
intake of less than 150—200 medical students. We recommend therefore that 
wherever possible an annual intake of 150—200 should be aimed at, and that 
schools which can take more should be encouraged to do so. 
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372, An increase in size will bring with it an inevitable multiplication of 
educational and organisational problems, but these problems already exist 
in all but the smallest schools and in our view they can be solved. Our 
recommendations on educational methods (Chapter 4) and on educational 
organisation (Chapter 10) will, we hope, be of help. Bigger medical schools 
may, however, have special difficulty in providing sufficient clinical facilities. 
Some witnesses have suggested that these clinical facilities should be provided 
by dispersing students over a wide range of district hospitals in a variety 
of different ways. Some of those who have advocated this solution have 
clearly had in mind a vocational apprenticeship in the management of common 
clinical problems. We believe the proper time for vocational apprenticeship 
is in the intern year (see paras. 63=64) and afterwards, and not in the under= 
graduate course. The clinical aspects of the undergraduate course are an 
integral part of the course and must be not only under university control but 
in a university atmosphere. Nevertheless, hospitals which have the special 
function of providing university undergraduate teaching must also undertake 
the basic duties of all hospitals and (as we propose in Chapter 10) play an 
important part in providing the hospital services of their region. 

373, The size of the teaching hospital cannot therefore be decided in relation 
to medical education alone* The hospital’s educational functions will require 
a full range of general and special departments, and these must be big enough 
to provide adequate and economic medical care. They will often have to be 
larger than this, in order to meet either service needs or the needs of education 
at undergraduate level (or in some specialties— for example, opthalmology — 
at postgraduate level). The number of major departments in each specialty 
in Britain as a whole, will, however, be limited by the number of patients 
who need treatment and by the staff and money available. The teaching 
hospital will always have special facilities which must be available to patients 
from outside its own district. The local population served by a single university 
teaching hospital will therefore be smaller than that served by an ordinary 
district hospital of the same size, but it must be sufficiently large and typical 
to provide opportunities for epidemiological research and for the teaching 
of community medicine (see paras. 280=282). 

374, Bearing in mind the fundamental requirements of good and economic 
medical care, and the provision that must be made for postgraduate medical 
education, we cannot determine exactly how many teaching hospital beds 
will be needed for a given number of undergraduate students. The available 
evidence suggests, however, that about 2,000 “ acute ” beds (including 
geriatric assessment and short-stay psychiatric beds) should be enough for an 
annual intake of 200 students. Until recently civil defence policy prevented 
the creation of hospitals with more than 800 beds. This limitation has now 
been lifted, and plans are being made for much larger hospitals in some parts 
of Britain. All the beds required for undergraduate teaching need not, 
however, be provided in a single hospital; we have recommended elsewhere 
changes in the present arrangements for hospital organisation and government 
for Britain as a whole (paras. 489—501) and for London in particular (paras, 
472-482)* these changes will facilitate the grouping of the hospitals that will 
normally be needed for teaching purposes. 
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EXPANSION OF EXISTING MEDICAL SCHOOLS 

375. We asked every British university outside London with a medical 
school to indicate the possibilities of increasing its medical student intake 
beyond the current or planned size by expanding its buildings on their present 
site or on an adjoining site. Many of the replies were discursive and complex* 
the following table shows the intake in October, 1967 and the numbers which, 
in the light of this enquiry, might reasonably be regarded as the intake attain- 
able in each of the existing British medical schools outside London, without 
complete rebuilding of the school on a new site. 



table 7 

Present and Possible Future Medical Student Intake of British Universities 

outside London 




University 



Aberdeen 

Birmingham* 

Bristol 

Cambridge! 

Dundee 

Edinburgh 

Glasgow* 

Leeds 

Liverpool 

Manchester 

St. Andrews 

Newcastle 

Oxford 

Sheffield 

Wales 



Total 



Medical Student Intake 


1967 


Intake Attainable 


( provisional ) 


on Present Site 


108 


110 


120 


250 


121 


180 


193 


225 


43 


110 


173 


200 


222 


225 


78 


200 


112 


140 


105 

50 


^■250t 


94 


220 


108 


110 


80 


200 


69 


180 


1,676 


2,600 



* See para. 380. 
j* See para. 379, 
i See paras. 377 and 380. 



j 

i 376. The proposals in Chapter 9 for reorganising the London medical 

j schools will, if accepted, increase their annual undergraduate intake capacity 

s to about 1,200* If we assume that the new medical schools which are being 

established at Nottingham and Southampton will each in due course be 
| capable of attaining an intake of 200, as they should do, we find that a total 

intake capacity of around 4,200 a year could eventually be achieved by the 
j medical schools already existing or planned. If the money were available for 
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the necessary extensions and replacements of their buildings and if the staff 
required could be recruited. There is no suggestion, of course, that this 
expansion could or should be considered as a single operation. The present 
buildings of the undergraduate medical schools have mostly been standing 
for a long time and those not already overdue for replacement will have to be 
replaced before the end of the century. We recommend that the process of 
redevelopment be carried out with an urgency appropriate to the immediate 
need for doctors to meet present shortages, and to the long-term need for 
reaching the maximum potential capacity of these schools within the next 
twenty years or so. We recommend that as each school is redeveloped (see 
paras. 389 and 396) the opportunity be taken to replace it on a scale and 
pattern appropriate for the future, the aim being an average annual intake 
capacity in the region of 200 students (see para. 371), The new schools at 
Nottingham and Southampton should also be expanded to this level, 

377, The redevelopment and expansion of present medical schools is 
ultimately limited by the population of the surrounding area, which determines 
the number of patients to which their students can reasonably have access. 
In some places the population available is unlikely ever to provide enough 
patients to make possible a large medical school; indeed, the Universities 
of Aberdeen and Dundee will probably never be able to take more medical 
students than they already plan for. In other places, possibilities exist of a 
rise well beyond the figure that we have suggested. Full advantage must be 
taken of the resources of population and hospitals where they are available; 
even universities whose preelinieal departments have already reached the 
limit to which they can reasonably go for the time being may be able to expand 
their clinical teaching intake by using the prec! _iical resources of another 
university, Oxford has always sent many, atid Cambridge virtually all, of 
its medical science graduates elsewhere for their clinical education. In excep- 
tional circumstances other arrangements of this kind could be made satis- 
factorily between universities a long way apart. We think that the arrange- 
ment recently made between the Universities of St. Andrews and Manchester 
offers the best solution to the difficulty faced by the University of St, Andrews 
in providing clinical education for its medical science graduates, and will 
permit greater educational benefit to be derived from the clinical resources 
available in the Manchester area. Nevertheless, long-distance partnerships 
between universities in medical education, other than those already established, 
will in our view be unnecessary, 

378, We think that instruction in the preelinieal and clinical subjects 
should be carried out in reasonably close proximity, so that staff and students 
in each can derive the most benefit from Informal contact and cooperation 
with those in the other. Moreover, the centres of population in which 
additional clinical facilities are most likely to be available are also the centres 
most likely to offer, either now or in the long term, the complementary 
university resources in non-clinieal subjects. 

379, At Cambridge, for example, unused resources for clinical teaching 
are available. The University’s departments of medical sciences have a capacity 
for an annual intake of about 200 students but rely on medical schools else- 
where, chiefly those in London, to provide clinical education for their students, 
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A reduction in the number of students from Cambridge who seek clinical 
education in London would enable the London medical schools to accom- 
modate more clinical students of their own and thus to achieve, more rapidly 
than would otherwise be possible, the raised preclinical intake that we recom- 
mend in Chapter 9, The postgraduate medical departments in Cambridge 
have increased in number and size in recent years and the staff of the United 
Cambridge Hospitals has greatly expanded during the past 20 years along the 
lines recommended by the Goodenough Committee* as a necessary prelude 
to the establishment of an undergraduate clinical school. The population of 
the city, together with that of the surrounding area of East Anglia, provides 
enough patients to make possible undergraduate clinical teaching on an 
effective scale. Addenbrooke’s Hospital is now being rebuilt with accommo- 
dation suitable for undergraduate teaching, and other hospitals in the district 
could contribute the teaching facilities. We recommend that an under- 
graduate clinical school be established at Cambridge, In our view such an 
addition to the number of clinical teaching places is required if the country’s 
resources are to be properly used, and if the existing postgraduate medical 
departments at Cambridge together with the departments of preclinical 
medical sciences are to be fully supported in the future. As facilities for 
clinical teaching available elsewhere become used more fully by other 
medical schools, difficulties may well arise in finding the means of providing 
clinical instruction outside Cambridge for Cambridge students. The pattern 
of development for the London medical schools which we outline in Chapter 9 
is not designed to depend upon the entry of a substantial annual intake of 
clinical students from outside the refashioned medical schools in London, 



380, A more substantial increase in the country’s total intake capacity 
would be possible if advantage were taken of the potentialities of other 
centres of population with established medical schools: only by making full 
use of the resources of the large conurbations can the necessary expansion of 
undergraduate medical education in Britain be satisfactorily achieved, 
Glasgow, for example, offers both population and hospitals sufficient in 
size to support clinical teaching for more students than the preclinical depart- 
ments of the University of Glasgow can accommodate in the foreseeable 
future ; the University of Strathclyde, which is close to one of the major teaching 
hospitals associated with the University of Glasgow, already provides instruc- 
tion in a number of the subjects required by preclinical students and could 
without great difficulty cover the whole range of preclinical subjects. These 
two neighbouring universities have agreed that arrangements could be made 
which would permit the University of Glasgow to make full use of the clinical 
facilities available by providing clinical instruction for the medical science 
graduates of the University of Strathclyde as well as for its own students; 
if this were done, the medical student intake capacity of Glasgow could be 
quickly increased to at least 275, rather than the 225 suggested in Table 7, and 
further increases would possible later. We hope that such arrangements 
will be made, and that similar arrangements will become possible also in the 
Birmingham and Manchester conurbations, enabling the Universities of 
Aston and Salford respectively to develop their teaching potentialities in 



* Report of the Interdepartmental Committee on Medical Schools, p, 127, H.M.S.O,, 
1944. 



155 



Chapter 7 



the medical sciences in close cooperation with the older-established medical 
schools nearby. 



381, If the medical schools already existing or planned are expanded to 
the limit of their capacity., with the help where possible of neighbouring 
universities, as we have recommended in paras, 375— 380, their total intake 
will still fall short of that required to meet Britain’s likely future need for 
doctors. The establishment of at least four additional medical schools will 
be necessary over the next fifteen or twenty years. 

382, Many proposals have been put to us for the creation of new medical 
schools in particular places including, in addition to those mentioned elsewhere 
in this chapter, Bath, Brighton, Durham, Exeter, Lancaster and Uxbridge. 
In many instances universities and groups of doctors took great trouble to 
prepare detailed plans for the establishment of medical faculties and the 
development of teaching facilities. We have considered every proposal 
carefully. Some proposals were based on an assumption that medical 
graduates tend to practise in the area of the medical school where they were 
educated, and therefore that new medical schools should be located with an 
eye to the need for doctors (and especially for general practitioners) in 
particular parts of the country. We know of no evidence to support this 
assumption. Most medical schools are situated in areas of large population; 
a great many of their students come from the surrounding area and tend to 
remain there when they are qualified. What little evidence there is about the 
settlement pattern of doctors educated away from their home area suggests 
that those entering general practice, at least, tend to return to their home 
area to practise, rather than to remain near their medical school.* In any case, 
the pattern of settlement observed among doctors trained in the past may not 
continue to be valid in the future. We think that the argument about settlement 
introduces unnecessary and misleading considerations, but there is the 
important possibility that the supply of general practitioners in a particular 
area may well be heavily dependent on the extent to which boys and girls 
from that area are attracted into medicine, and areas already short of doctors 
may be even worse off in the future because an increasing proportion of 
medical school places is being filled by doctors 5 children (see para. 298). 
One way of attracting boys and girls into medicine may be to set up a local 
medical school. Where the necessary teaching resources cannot be provided, 
however, some other local means must be found of bringing to the attention 
of the younger generation the atrractions of a medical education followed 
by a career in their home area: this should not be beyond the resourcefulness 
of communities and authorities which are determined to improve their 
local medical services. 

383, Some proposals wc have received about the location of new medical 
schools have drawn attention to the influence that a medical school exercises 
on the standard of medical care in its area. This point has more supporting 
evidence than the proposition, discussed in the preceding paragraph, that 

* LAST, J~ M., Brit. Med. 1967, 2, 796^799. 
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medical schools influence the number of doctors settling in an area; neverthe- 
less, this argument likewise must usually fail because medical schools can be 
sited only where the population and hospitals are available to support them. 
Regrettably, the areas most in need of more doctors and higher standards 
of medicine are often the least able to provide the resources needed for the 
establishment of a medical school. 

384. We have said above (para. 371) that for educational and economic 
reasons medical schools ought henceforth to aim to reach an annual intake 
capacity of at least 150-200 students; the number of patients to which medical 
schools must have access if they are to reach this size can be found only in 
major centres of population. We could not justifiably recommend the 
foundation of a new medical school in a location where the school would 
be unlikely ever to reach an economical and effective size. Therefore the 
establishment of new medical schools must, like the expansion of existing 
schools, take place primarily in the big conurbations. We cannot, of course, 
predict accurately the developments of industry and communications that 
will play an important part in determining the future distribution of popula- 
tion, and we do not exclude the possibility that the establishment of medical 
schools may at a later stage be justified in places otf r than those which at 
present seem likely to be the most suitable. 

385. Most places which can offer the necessary concent; tion of population 
will be able sooner or later to provide the kind of hosoital that a modern 
medical school requires for clinical education. As we have said (para. 374), 
the 2,000 beds which will probably suffice for an annual intake of up to 200 
students need not all be found in a single hospitals in fact there are, and will 
be for many years, very few general hospitals of such a size in Britain. The 
hospitals used for undergraduate teaching should, however, be big enough 
to be economically efficient and must be able to attract clinicp" .staff of more 
than average ability; furthermore, they must be located ±ea son ably close 
together and reasonably close to the university with which they are associated 
(see para. 378). Several proposals put to us for new medical schools have 
been based on the possible use of widely-separated and sometimes small 
hospitals. We recognise that the small local hospital can offer excellent 
opportunities for individual clinical experience and responsibility, but we 
think that these opportunities are more appropriate for the graduate doctor 
than for the undergraduate student. 

386* The modem medical school must be an integral part of a university 
which can be expected to provide in due course a full range of opportunities 
for instruction and research in those biological, physical and behavioural 
sciences which are relevant to medicine. The general scale of the university's 
development must be big enough to allow a medical school which is established 
within it to reach the desirable size without causing imbalance and distortion 
in the pattern of the university’s activities. A university with less than 4,000 
students in all would, we think, be unable to accommodate satisfactorily a 
medical faculty with an annual intake of 150-200 students, which in our view 
is the minimum required of a new medical school. 

387. Few places in Britain can provide the resources of population, hospitals 
and university development that, in the preceding paragraphs, we have 
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suggested are needed. Of those cities and towns without medical schools 
already, Southampton undoubtedly offers the most adequate facilities. The 
University has already a total of 4,000 students and has staff and departments* 
including a well-established Department of Physiology and Biochemistry, 
which can constitute a strong nucleus for a medical school. There are strong 
links between the University and the Wessex Regional Hospital Board, which 
serves a growing population already amounting to 2 millions (half of whom 
are concentrated in Southampton, Portsmouth and Bournemouth and the 
surrounding areas). The Board is rebuilding the main Southampton hospitals 
on lines which are readily adaptable to meet the needs of undergraduate 
clinical teaching. The case for establishing a new medical school in Southamp- 
ton is thus so strong that we advised the Government to authorise this develop- 
ment without waiting for our final recommendations (see para, 325), 

BBS. Leicester likewise offers the prospect of being able to provide in the 
very near future the combination of resources required for a new medical 
school. Within the next ten years one of the city’s main nospitals alone will 
provide, when current rebuilding is complete, over 1,200 beds suitable for- 
clinical teaching, and will draw upon a population of over 800,000- the 
additional population and the number of suitable hospital beds that will be 
available m the longer term should be ample to enable the area to support a 
medical school with an annual intake of 200 students. The University, whose 
student body will number 3,000 within a few years and seems likely to become 
much bigger later, has given high priority to the development of teaching and 
research in the biological sciences, including biochemistry, physiology and 
genetics. In our view, the establishment of a medical school at Leicester 
should be put in hand as soon as possible. 

389. About 2,540 students, of whom about 2,430 were normally resident 
in Britain, were admitted to preclinical courses in Britain in the autumn of 
1967,^ The new medical school at Nottingham will soon admit its first 
medical students; Southampton will probably start in 1971; Leicester could 
perhaps be ready for its first intake by 1972. Between them, these new schools 
should by the mid-seventies be able to add nearly three hundred a year to the 
present intake capacity of Britain’s medical schools. The development of 
additional preclinical teaching facilities in Glasgow, Birmingham and Man- 
chester, as suggested in paragraph 380, could add at least a further one hundred 
intake places in the same period. A total of 3,700 intake places (of which 
150-200 might be occupied by students from overseas) could thus be made 
available by about 1975 if during the next few years certain medical schools 
elsewhere in Britain were rebuilt on a larger scale, so as to provide an additional 
750 places: we suggest that, without prejudice to the reorganisation of the 
London medical schools proposed in Chapter 9, about 200 of these additional 
places should be provided in London, where ample population and hospf r uS 
are available. 

390, The medical school capacity available soon after 1975 could, we think 
be further increased by the establishment of a new medical school at Swansea, 
where conditions are very suitable. The University College there has already 
more than 3,000 students, most of whom come from outside Wales, and offers 
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substantial relevant academic resources. A big new hospital, which in our 
view could be adapted without great difficulty for undergraduate clinical 
teaching, has been built immediately alongside the College and land is available 
for expansion; this hospital,, with other hospitals in the district, could meet 
the needs of a reasonably large medical school on the assumption that the 
population drawn upon will be not only that of the immediate area (under 
600,000 at present) but for many purposes that of the whole of south-west 
Wales, which is over 850,000 at present and is likely to expand as industrial 
and commercial development proceeds. 



39L If a medical faculty is established in the University College at Swansea 
the present arrangements for medical teaching at Cardiff should be reviewed. 
We have already made clear our view that medical schools should be regarded 
essentially as university faculties and organised accordingly in relation to 
institutions which provide teaching and research over a wide range of other 
faculties. This is already the case everywhere in Great Britain except in 
London and in Wales, Our proposals for reorganising the London medical 
schools are set out in Chapter 9. The Welsh National School af Medicine at 
Cardiff is a clinical school attached directly to the University of Wales and 
organisationally separate from the preclinical departments of University 
College Cardiff, It was originally part of the latter College but was given a 
separate existence nearly forty years ago, after local difficulties had arisen in 
the arrangements for relating preclinical and clinical teaching. Whatever the 
merits of that change may have been, we do not believe that they are relevant 
to undergraduate medical teaching in the present day. So long as the Welsh 
National School of Medicine at Cardiff is responsible for organising the pro= 
vision of postgraduate medical education for the whole of Wales the School 
must, in deference to local feeling in other parts of the Principality, continue 
to have the status of a separate School of the University of Wales, On the 
evidence available to us we cannot see any other useful purpose, administrative 
or educational, in the concept of the School as a component of the University 
rather than of University College Cardiff. If the responsibility for post- 
graduate medical education in Wales were to be shared, the University of 
Wales should give serious consideration to the reunification of the Welsh 
National School of Medicine with University College Cardiff. Although the 
clinical departments will have to remain geographic 'illy separate from the 
main University College buildings, their staff and organisation should in our 
view become part of a single Faculty of Medicine in the College, financed 
and governed like the other faculties of the College. 

392. We hope that in the period after 1975 conditions will be appropriate 
for the establishment of new medical schools in several other centres. The 
North Staffordshire conurbation offers substantial resources of population 
and outstandingly suitable hospital facilities in Stoke-on-Trent, which ought 
in the national interest to be fully used for medical education. The University 
of Keeie is, however, relatively small and is not on present plans likely to reach 
a size which would permit the establishment there of a medical school big 
enough to be, in our view, economic?! and educationally effective. We think 
that only if the University's development during the next decade is such as 
to open up the possibility of its accommodating eventually an annual intake 
of at least 150 medical students, and if teaching in biology and other sciences 
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is developed on an adequate scale, should a medical school be set up there; 
meanwhile, we hope that the necessary rebuilding of some of the Stoke 
hospitals will be done in such a way as to facilitate the introduction of under- 
graduate teaching if and when the University becomes able to provide the 
academic setting needed for it 

393 , The potentialities of Hull for medical education will likewise, but for 
different reasons, not become clear for a number of years. The University 
would be well able, in point of its general scale and the resources of its relevant 
departments, to support a medical school of substantial size; the hospitals 
in the city could proba, ly, with some further development, provide satisfactory 
clinical teaching facilities; but the population on which the medical school 
could for the present draw for clinical teaching purposes will be quite small 
(between 500,000 and 600,000) unless easy access can be given to the rapidly 
developing industrial and commercial area of Lincolnshire on the south side 
of the Humber, We think the case for the establishment of a medical school 
at Hull will be much stronger when a firm decision has been taken to proceed 
with the building of the long-projected bridge over the Humber. 

394. If the University of Cambridge decides against the introduction of 
undergraduate clinical teaching on a substantial scale (see para. 379) the 
clinical resources available in East Anglia might well be sufficient eventually 
to support a medical school at Norwich. The two main Norwich hospitals 
(one of which might be rebuilt alongside the University buildings) are expected 
to serve a population of 630,000 by 1981, and the Cambridge and Ipswich 
hospitals could provide access to a much larger population if necessary. 
If by then this population is not contributing to medical education in Cam- 
bridge we recommend that careful consideration be given to the possibility 
of establishing a medical faculty in the University of East Anglia. A medical 
school at Norwich might well be able to provide preclinical as well as clinical 
teaching for many more students than could be accommodated in any fore- 
seeable expansion of the Cambridge preclinical departments. 

395. The substantial population and impressive hospitals which will be 
available in the South Warwickshire conurbation by the nineteen-eighties 
will in our view be more than sufficient to meet such calls as may be made 
upon them by medical schools in Birmingham and Leicester (see para, 388). 
By that time also the University of Warwick at Coventry should have reached 
a stage, both in size and in academic development, at which it would be able 
to draw upon these resources most effectively for medical education. We 
regard this prospect as sufficiently clear and attractive for the University to 
be encouraged to orient its academic development in relevant subjects towards 
the eventual needs of a medical school with an annual intake of 200 students, 
and for the hospital authorities to be encouraged to establish a suitable hospital 
as close as possible to the University, 

, CONCLUSION 

396, We hope that the rebuilding of existing medical schools (see para. 389) 
will continue between 1975 and 1990 until they have reached the greatest 
capacity attainable in their present localities. If we assume that by 1990 
the intake capacities suggested in Table 7 (p. 153), which total 2,600, will 
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have been attained and that at least a further 200 places will have been made 
available at Glasgow, Birmingham and Manchester as suggested in para* 
graph 380, that the intake capacity of the London medical schools will have 
reached 1,200 (see Chapter 9), and that intake places totalling 1,100 will bo 
provided In new schools at Nottingham (200), Southampton (200), Leicester 
(200), Swansea (150), Keele (150) or Hull (150) and Coventry (200), the total 
annual intake of medical students normally resident in Britain will barely 
exceed the 5,000 that we think should be aimed at by 1990 (see Chapter 6), 
apart from the places required for medical students from overseas. We 
recommend that the strongest efforts be made to achieve a new building and 
redevelopment programme on the lines we have proposed, and that every 
advantage be taken of new possibilities which may present themselves towards 
the end of the period under review for further increasing the capacity of 
British medical schools in order to meet the needs of the time and make good 
to some extent the shortages of medical manpower already evident, which 
are bound to increase in the years before the improvements we have recom- 
mended can become effective. Universities cannot be expected to undertake 
the necessary developments unless they are given funds specifically designated 
(“ earmarked ”) for this purpose, as we recommended in our interim memor- 
andum to the Secretary of State for Education and Science (see paras. 323—324)* 

397, Modifications in the structure of medical schools and teaching 
hospitals will be required by the changes that we propose in educational 
methods (see Chapter 4) and organisation (see Chapter 10)* Space for small- 
group teaching is at present insufficient and in some schools completely 
absent; the need for more can perhaps be met by the provision of rooms 
urgently needed for other reasons also, such as offices for medical staff and 
adequate research space for part-time as well as for full-time staff. Better 
accommodation must also be provided for the staff concerned with admini- 
stration and educational organisation in the medical school. Wherever 
possible, better facilities should be made available for private study. The 
present shortage of reading space in libraries would be much worse if the 
libraries were used by medical students as much as they should be. In teaching 
hospitals, not all of which are close to medical schools, there are usually few 
places in which the student can read or write outside the wards. Proper 
provision of teaching rooms and student laboratories may help, but careful 
thought should be given also to the possibility of providing for clinical students 
the kind of study- cubicles available in some American and Australian teaching 
hospitals. Every effort should be made, for educational as well as for economic 
reasons, to provide accommodation for teaching shared with students in 
fields related to medicine, e.g. dentistry, medical social work and nursing. 
Residential accommodation, which will be increasingly required as medical 
schools draw more of their students from further afield, should likewise be 
shared as far as possible with other faculties except when such accommodation 
is specifically required to enable clinical students to live for a time in or near 
the university hospital (see paras, 232 and 273), 

398, If medical schools are expanded as we have recommended, neither 
the cost of additional buildings nor the increase in medical school staff 
required need be proportional to the increase in undergraduate intake capacity, 
though they will be very substantial (see paia. 414). No avoidable obstacle 
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Chapter 7 

should be allowed to hinder the recruitment of medical teachers* The expansion 
we recommend may often require British medical schools to call on the services 
of teachers from other developed countries: statutory restrictions on the 
registration in this country of doctors with overseas medical qualifications 
ought not to be allowed to deprive Britain of the services of such teachers. 




CHAPTER 8 



THE COST OF MEDICAL EDUCATION 
INTRODUCTION 

399, In order to arrive at some idea of the national resources that will 
have to be devoted to medical education if national needs are to be met, we 
have attempted to find out roughly what medical education costs at present 
in this country. The question is far from straightforward. Even or a broad 
national basis there is no clear picture of the extent of public expenditure on 
medical schools, though the evidence submitted to us by the Department of 
Education and Science shows that recurrent university expenditure (excluding 
research grants) in this field rose from £5*3 m, (0*030% of the gross national 
product) in 1954-55 to £12*4 m. (0*038% of the gross national product) in 
1963=64. This increase is somewhat less than the increase in recurrent 
university expenditure in all fields in the same period. Nevertheless, recurrent 
expenditure for each medical student rose between 1954-55 and 1963-64 by 
139*4%, from £404*6 to £968*75, while expenditure for each student in fields 
other than medicine increased by 66*2%. 

400, In order to provide a starting-point for the calculation of national 
expenditure, present and future, we have concentrated mainly on establishing 
the present cost of educating a doctor to graduate level in this country. The 
only specific estimate available of the cost of undergraduate medical education 
in Great Britain was published in 1964 by Professor K. R. Hill,* who reckoned 
that the cost of producing a graduate doctor in 1961 was roughly £10,000. 
No detailed information about medical school costs has hitherto been available 
which would permit this estimate to be checked and some assessment to be 
made of the nature and extent of variation between schools. The University 
Grants Committee had undertaken a general enquiry into university costs, 
but the results were not expected to become available in time to be useful for 
our purpose, and in any case would not have provided all the information 
required. We decided therefore to invite four medical schools (two in London, 
one elsewhere in England and one in Scotland) and their associated hospitals 
to cooperate in an enquiry aimed at finding out whether reasonably accurate 
information could be produced in this field, and at giving a rough idea of 
actual costs. We arc most grateful to them for their willingness to help in this 
way, and for the very substantial work they put into the project although they 
are not staffed to undertake this kind of analysis* 



COSTS AT FOUR CENTRES IN 1965-66 

401, The problems of costing university education in any field are too 
well known to require a lengthy description here. The major element in 
university costs is attributable to staff salaries., and any detailed costing 

* HILL, K. K. s Brit. Med. 1964, 1, 300-302. 
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involves the apportionment of staff time between a number of different 
activities (e.g. teaching undergraduates, teaching postgraduate students and 
supervising their research, carrying on the teacher’s own research, and 
administrative work). These activities are so closely interrelated that appor- 
tionment of time between them can be only approximate. We decided to 
attempt only a very broad assessment of the expenditure involved * the medical 
schools concerned were asked to provide an estimate of the costs attributable 
to undergraduate medical education, in respect of the staff and equipment 
directly involved, and of an appropriate share of the cost of general services 
and facilities; research costs were excluded except where they were 
incurred by staff appointed primarily for teaching. 

402. Undergraduate medical education requires not only university facilities 
but also the services of hospitals to whose costs teaching contributes a small 
and not easily identifiable part. In this enquiry an attempt was made to 
identify the cost of teaching and other services which hospitals provided 
specifically for undergraduate medical students; we hoped also to make some 
assessment of hospital costs indirectly associated with undergraduate teaching, 
such as the cost of the special staff and equipment for patient care usually 
found in teaching hospitals, and of the rather ill-defined differences in stan- 
dards of accommodation and staffing which tend to characterise teaching 
hospitals, 

403. Table 8 shows, in comparison, the main features of the information 
supplied by the medical schools and hospitals taking part in the study. In 
order to reduce the figures to comparative form, the total costs have in each 
case been averaged over the number of students concerned, and are presented 
primarily in the broad categories of <s departmental costs ” (supplemented 
by details of the costs of individual departments where these were available 
in suitable form) and ** other medical school costs 9 % for each stage. In most 
cases the latter costs reflect common services provided for the school as a 
whole ; their allocation to each stage of the course has had to be determined 
mainly by the number of students involved, so the average cost per student 
does not vary much, if at all, between stages. For the clinical stage, details 
are given also of the average hospital costs specifically attributable to under- 
graduate teaching. 

404. No premedical course is provided at the university in the English 
provincial centre concerned, which is identified as Centre E in Table 8. The 
two London centres (L.l and L.2) are broadly similar in their environment, 
their numbers of premedical students and their general premedical course 
costs in 1965—66, though costs in particular departments show striking 
contrasts. The departmental costs of the Scottish university (S) in the pre= 
medical stage were generally very much lower, presumably reflecting among 
other things the larger number of students taught. In individual departments 
there were big differences: in chemistry, for example, the average cost at 
L.2 was about the same as that at S, and only one-third that of L.l, despite 
the fact that in both the London schools the instruction was provided by the 
staff of a department primarily concerned with preclinical teaching. In 
physics, however, the average cost at L.2 was well above that at L.l. 
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TABLE 8 

Average Cost of Educating a Student at Four Medical Teaching Centres in 

1965-66 



Category of Cost 


Average Cost (£) 


Centre S 


Centre E 


Centre L.I 


Centre L.2 


Fre medical Stage 










Departmental Costs 


239 


(No 


959 


1,094 


Chemistry 


62 


Pre- 


156 


52 


Physics 


54 


Medical 


371 


557 


Biology 


123 


Course) 


432 


466 


Other 


— 




— 


19 


Other Medical School 










Costs 


260 




258 


356 


Total 


499 


— 


1,217 


1,450 


Preclinical Stage 










Departmental Costs 


405 


701 


585 


782 


Anatomy 


137 


202 


171 


186 


Biochemistry 


83 


241 


138 


145 


Physiology 


106 


155 


142 


255 


Pharmacology 


— 


103 


S3 


116 


Other 


79 




51 


80 


Other Medical School 










Costs 


260 


443 


258 


356 


Total 


665 


1,144 


843 


1,138 


Clinical Stage 










Departmental Costs 


652 


1,235 


692 


827 


Other Medical School 










Costs 


260 


443 


269 


356 


Hospital Costs 


196 


146 


345 


443 


Medical Staff 


155 


96 


268 


380 


Nursing Staff 


19 


— 


— 


21 


Accommodation, etc. 


22 


29 


70 


30 


Other 


— 


21 


7 


12 


Total 


1,108 


1,824 


1,306 


1,626 



40 5. At the preclinical stage of the course the numbers of students in each 
of the four schools were broadly comparable, and there was a smaller range 
of differences in average costs. There was a gap between the two London 
schools, with E and L.2 as far above L.i as S was below it; but apart from 
the fact that S was again the lowest in every respect there was no consistent 
pattern of difference in any subdivision of the costs, either in 4C departmental 
costs 55 generally as against “ other medical school costs *% or in the costs of 
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the departments whieh were separately identifiable in each school. If com- 
parison is restricted to the three departments which the three English schools 
have in common with the Scottish school, the general differences are much 
reduced. 

406. Comparison of medical school costs in the clinical stage has been 
possible only in general terms: the difficulties of aligning the subjects and 
specialties for which separate figures were given by some schools were so 
great that the attempt was abandoned. At the London centres, average 
medical school costs at this stage were rather similar to the average preclinical 
costs, but at the other two centres the average medical school costs were 
substantially higher at the clinical stage than at the preclinical stage. The 
departmental costs at this stage showed no consistent relationship to their 
counterparts at the preclinical stage, except that the former were higher in 
all cases; Centre E’s costs in this category were 50% above those of any of 
the other schools. On the other hand, the 44 hospital costs ” reported from 
Centre E (see para, 408) were the lowest of all. The distribution of costs 
between medical school and hospital must of course be determined to a 
significant extent by local factors and particularly by differences between 
London and elsewhere. For comparative purposes medical school and 
hospital costs are probably best considered together; when this is done, the 
average cost of the clinical course in all its aspects at all the four centres is 
shown to be about 50-60 % above that of the preclinical course. 

407. The four schools fall into the same order of cost in the clinical stage as 
in the preclinical stage, both in respect of “departmental costs 35 and in 
respect of “ other medical school costs This would perhaps be expected, 
in view of the close relationship between the two stages : both take place 
under the aegis of one university, in the same locality, with roughly the same 
annual intake of students, so that both are affected by important general 
influences which tend to move them both in the same direction; the differences 
in content, staff and objectives in the two stages, however, are probably 
big enough to rule out major local variations in the balance of expenditure 
between the stages (except to the extent that paraclinioal subjects are taken 
in one stage or the other according to local preference). Despite the great 
variation in “ hospital costs *% the addition of these to “ medical school 
costs ” does not change the order of the four schools. 

408. An examination of the main elements in the costs reported by the 
four hospitals concerned as specifically attributable to undergraduate medical 
education shows immediately that the costs of the two London hospitals 
were far higher, particularly in respect of medical staff, than those of the 
other two hospitals. This difference must to a great extent reflect known 
differences in staffing policy between London and other medical schools but 
may be partly due to the method of calculation, which is far from exact. 
The estimation of hospital costs was recognised from the outset as a parti- 
cularly difficult problem, and each of the hospitals was asked to approach it 
on the basis that seemed most suitable in Its own case. The amount of medical 
staff time reckoned to be spent in undergraduate teaching was much larger 
in the two London hospitals than in the others: one of the former counted 
25 % of the time of all its staff at Registrar level and above, and the other 
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21% of Consultants’ and 43% of Senior Registrars’ time; the other two 
hospitals made more detailed assessments which led to relatively low cost 
figures. One of them, however, listed a number of important activities closely 
related to undergraduate education which were excluded from this assess- 
ment. The hospital at Centre L.l attributed to undergraduate medical 
education much higher accommodation costs than did the other three hospitals 
but, unlike the others, no additional nursing costs. These differences illustrate 
the difficulty of standardising any approach to costing on the hospital side of 
medical education, even if it is restricted to directly attributable costs. No 
attempt was made in our enquiry to specify indirect costs, and the comments 
of the cooperating hospitals give no reason for hope that much progress 
could be made in this direction without a much more extensive and searching 
enquiry than we considered necessary or possible in the time at our disposal. 

409. The directly attributable educational costs are only a very small part 
of the total costs of teaching hospitals. The total includes also, as we mentioned 
in paragraph 402, three other elements. First, there are the costs of the special 
diagnostic and treatment facilities which teaching hospitals tend to have; 
secondly, the costs attributable to the generally superior standards of patient 
accommodation, medical and nursing staff which have traditionally distin- 
guished teaching from non-teaching hospitals and which make an important 
contribution to their suitability for teaching; and thirdly, the costs of fulfilling 
the normal service functions of every hospital. The last of these elements 
can be roughly estimated on a national basis, as Professor Hill did in 1964 
(see para. 400); for the purposes of cur enquiry a special examination was 
made of the costs of non-teaching hospitals closely comparable with two of 
the teaching hospitals taking part. The results, which are supported by a 
comparison of unit costs in teaching and in “ acute 99 non-teaching hospitals 
throughout Britain, suggest that the normal service function of a teaching 
hospital accounts for roughly three-quarters of its total costs. We were unable, 
however, to separate the costs of the other two elements; together they 
amounted to about £1,800 and £2,200 at the two hospitals concerned for 
each student in the year 19 65-66, Not all this sum — perhaps very little or 
even none of it— can properly be attributed to undergraduate education. 



TABLE 9 

Average Cost of Successful Completion of the Undergraduate Medical Course 

at Four Centres 



Stage of Course 


Average Cost (£) of Successful Completion 




Centre S 


Centre E 


Centre L. 1 


Centre L.2 


Premedical stage 


659 


. 


1,473 


1,639 

2,061 


Preclinical stage 


1,122 


2,139 


1,659 


Clinical stage 
Preclinical and 


3,357 


6,631 


3,942 


5,100 


Clinical stages 


5,079 


8,770 


5,601 


7,161 
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410, The four medical schools cooperating in the enquiry were asked to 
state the numbers of students who achieved a registrable qualification and 
of those who left without success, in 1965-66* and the aggregate time that all 
the students in each category had spent in each stage of the course. The 
answers to these questions enabled us to calculate the average cost; of producing 
a successful individual at each stage, and thus the average cost or producing 
a medical graduate* in terms of 1965—66 expenditure. The results, which are 
shown in Table 9 (p. 167), range from £5,079 to £8,770 for the four centres. They 
reflect, of course, the differences in expenditure already considered in detail, 
but although the Scottish centre recorded the lowest average expenditure in 
1965-66 at the preclinical stage* its cost of producing a successful preclinical 
student was not the lowest. 



PRESENT AND FUTURE DEMANDS ON NATIONAL RESOURCES 



411. Two main points of interest to us emerged from the enquiry. The 
first was that, for the preclinical and clinical stages together, the range of 
producLcost was wide, with an extreme ratio of more than 1*7 : 1. We do 
not wish to over-emphasise the width of this range, or to suggest that the 
observed differences in cost are unjustified. Apart from the many imperfec- 
tions of method in our enquiry, the differences in cost may be due to differences 
in standards or to casual differences in the amount of money allocated to 
each centre in the year concerned. In our view such findings can most usefully 
be thought to offer each centre an opportunity to compare its costs with others 
over a period and to decide for itself whether the relative cost and the standard 
of the education it provides are compatible. 

412. The second point of interest is that, when account is taken of the 
indirect hospital costs excluded from our calculation (at perhaps £2,000 a 
year— see para, 409— they could be estimated at anything up to £6,000 for a 
three-year clinical period), our findings are broadly consistent with the round 
figure of £10,000 which Professor Hill reached by inference from national 
statistics, as the cost of educating an undergraduate medical student. The 
undergraduate medical course usually lasts about five years at present. We 
therefore estimate, very roughly, that on average Britain is at present spending 
about £2,000 a year, on current account, for every undergraduate medical 
student at British universities. 

413. The capital cost involved in undergraduate medical education can 
be assessed only arbitrarily. The estimated costs of the latest preclinical and 
clinical building projects sanctioned by the University Grants Committee 
suggest that with a five-year course the capital cost of new buildings and 
equipment is very roughly £30,000 for each intake place provided. The 
amortisation of capital does not usually enter into Government accounting- 
capital expenditure is considered as a separate item. Assuming that new 
buildings are designed (as they should be) in a way that will permit, with 
internal modifications from time to time, a life of fifty years, and taking 
interest into account, we suggest that the average level of capital expenditure 
required over a long period to provide additional buildings and replace old 
buildings will be very roughly £500 a year for each undergraduate medical 
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student accommodated. Finally, account must be taken of the cost of support- 
ing the student: perhaps £500 a year should be added for this purpose, if we 
ignore the hidden cost of forgoing the contribution the student might have been 
making to the gross national product if he had been otherwise engaged. 

414. Since there are about 1 1,000 students in various stages of the medical 
course, undergraduate medical education appears from our calculations 
to be costing the country at present £30—35 m. a year at 1965 prices. An 
increase of the annual intake to about 5,000, as we have recommended in 
Chapter 6, should not in itself raise the total cost correspondingly if the size 
of medical schools is increased as we have proposed. The improved admini* 
strative arrangements recommended in Chapter 10 will be expensive in 
themselves but should ensure better value in return for future medical school 
expenditure. Moreover, the acceptance of our proposals in Chapter 4 for 
changing the balance of the medical curriculum so that rather more time is 
spent in what have been traditionally regarded as p Technical activities, and 
rather less in undergraduate clinical education, should change the pattern 
of cost to soma extent: our findings have suggested (see para. 406) that at 
present, if we take account only of medical school costs and identifiable 
hospital costs, the cost of educating a medical student for a year is about 
50 -60 % greater in the clinical stage than in the preclinical stage. Nevertheless 
there are many deficiencies in medical education today which must be remedied 
and the kind of teaching we have recommended is likely to be more expensive 
in terms of staff than present methods. We think that on balance Britain’s 
total annual expenditure on undergraduate medical education in 1990 will have 
to be at least £80 in. (at 1965 prices) if our recommendations are implemented. 

415, We could not identify the cost of postgraduate medical education, 
professional training and continuing medical education except to the extent 
of the direct contribution made towards it from central government funds, 
amounting to about a quarter of a million pounds in England and Wales in 
1966 _ 67 .* Our account is therefore far from complete, particularly since the 
extent of postgraduate education and training will, we hope, increase markedly 
in future years (see Chapter 3). We have ignored the social and economic 
costs of attracting to medicine a substantial number of people who might 
otherwise have been working in other fields of science and technology. For 
our purposes, however, the lack of precise and comprehensive figures is not 
Important. We have sought only to present an idea of the magnitude of the 
call made by medical education on the resources of the nation. We have 
suggested that it is already in the region of £30-35 m. a year, at 1965 prices, 
and is likely to reach more than twice that figure in the next twenty years 
or thereabouts. The associated increase in the amount of national resources 
devoted to the provision of health services, as distinct from medical education, 
is not our concern. No nation can afford to spend such sums without proper 
consideration ; we recommend that machinery be set up to plan and administer 
the provision of the money needed for medical education. The University 
Grants Committee and the Health Departments should institute regular 
enquiries into the university and hospital costs of medical education at each 
centre, with a view to keeping in touch with changes in the total and in the 



* House of Commons Hansard, 8th May, 1967, Vol. 746, Col. 1033. 
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balance of its main components, arranging for individual institutions to 
compare their costs with those of others in general and to examine any ano- 
malies in a spirit of constructive criticism, and ensuring that high costs are 
explicitly justified. We recommend also that arrangements be made by the 
University Grants Committee and the Health Departments for formulating 
a co-ordinated and authoritative assessment, on a continuing basis, of the 
future need for medical school provision and its likely cost, and for bringing 
this assessment regularly to the notice of the Government. 
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